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SUMMARY of CHANGE

AR 40-501
Standards of Medical Fitness

This rapid action revision, dated 23 August 2010--
o Clarifies waiver authorities for officer accessions and commissions for the
U.S. Military Academy, Reserve Officers’ Training Corps, and Officer

Candidate School (paras 1-6c and 1-6e).

o Updates the medical retention standards for psychiatric disorders and hearing
(paras 3-10 and 3-31).

o Adds a requirement for referral to a Medical Evaluation Board for
rhabdomyolysis (para 3-40).

o Provides new definitions for heat illness and reasons for a Medical
Evaluation Board (para 3-45).

o Clarifies who has ultimate responsibility to determine whether to deploy a
Soldier (para 5-14d, 5-14e, and 5-14f).

o Updates deployment-limiting psychiatric medical conditions (para 5-14f(8)).

o Updates functional activities to reflect content changes to DA Form 3349,
Physical Profile (chap 7).

o Requires review of all permanent 3 and 4 profiles by a Medical Evaluation
Board physician or other physician approval authority (para 7-4Db).

o Establishes and defines the term Medical Retention Determination Point (para
7-4b(2)) .

o Allows physician assistants, nurse practitioners, and nurse midwives to write
permanent profiles as the profiling officer (para 7-6a(4)).

o Changes administrative code designations for physical profiles (table 7-2).

o Adds psychiatric evaluations for certain administrative separations (paras
8-24a(l) and 8-24a(2)).

o Changes references from non-deployable or not available to medically not
ready (para 11-4).

o Updates glossary and references (app A) .

o Makes additional rapid action revision changes (throughout).
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History. This publication is a rapid action
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September 2010. The portions affected by
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Summary. This publication implements
DODD 6130.3 and DODI 6130.4. It
provides information on medical fitness
standards for induction, enlistment, ap-
pointment, retention, and related policies
and procedures.

Applicability. This regulation applies to
the Active Army, the Army National
Guard/Army National Guard of the United
States, and the U.S. Army Reserve, unless

otherwise stated. It also applies to candi-
dates for military service. During mobili-
zation, the proponent may modify
chapters and policies contained in this
regulation.

Proponent and exception authority.
The proponent of this regulation is The
Surgeon General. The proponent has the
authority to approve exceptions or waivers
to this regulation that are consistent with
controlling law and regulations. The pro-
ponent may delegate this approval author-
ity, in writing, to a division chief within
the proponent agency or its direct report-
ing unit or field operating agency, in the
grade of colonel or the civilian equivalent.
Activities may request a waiver to this
regulation by providing justification that
includes a full analysis of the expected
benefits and must include formal review
by the activities senior legal officer. All
waiver requests will be endorsed by the
commander or senior leader of the requ-
esting activity and forwarded through
their higher headquarters to the policy
proponent. Refer to AR 25-30 for specific
guidance.

Army management control process.
This regulation contains management con-
trol provisions and identifies key manage-
ment controls that must be evaluated (see
appendix B).

Supplementation. Supplementation of
this regulation and establishment of com-
mand and local forms are prohibited with-
out prior approval from The Surgeon
General (DASG-HS-AS), 5109 Leesburg
Pike, Falls Church, VA 22041-3258.

Suggested improvements. Users are
invited to send comments and suggested
improvements on DA Form 2028 (Recom-
mended Changes to Publications and
Blank Forms) directly to the Office of
The Surgeon General (DASG-HS-AS),
5109 Leesburg Pike, Falls Church, VA
22041-3258.

Distribution. This publication is availa-
ble in electronic media only and is in-
tended for command levels A, B, C, D,
and E for medical activities only of the
Active Army, the Army National Guard/
Army National Guard of the United
States, and the U.S. Army Reserve.
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Chapter 1
General Provisions

1-1. Purpose
This regulation governs—
a. Medical fitness standards for enlistment, induction, and appointment, including officer procurement programs.
b. Medical fitness standards for retention and separation, including retirement.
¢. Medical fitness standards for diving, Special Forces, Airborne, Ranger, free fall parachute training and duty, and
certain enlisted military occupational specialties (MOSs) and officer assignments.
d. Medical standards and policies for aviation.
e. Physical profiles.
f. Medical examinations and periodic health assessments.

1-2. References
Required and related publications and prescribed and referenced forms are listed in appendix A.

1-3. Explanation of abbreviations and terms
Abbreviations and special terms used in this regulation are explained in the glossary.

1-4. Responsibilities

a. The Surgeon General (TSG) will develop, revise, interpret, and disseminate current Army medical fitness
standards and ensure Army compliance with Department of Defense (DOD) directives pertaining to those standards.
TSG has the authority to issue exceptions to policies that are contained in this regulation.

b. Director, Department of Defense Medical Examination Review Board (DODMERB); Director, Army National
Guard; Chief, U.S. Army Reserve (USAR); Superintendent, U.S. Military Academy (USMA), Director, Uniformed
Services University of the Health Sciences (USUHS), and commanders of the U.S. Military Entrance Processing
Command (MEPCOM), U.S. Army Recruiting Command (USAREC), U.S. Training and Doctrine Command, U.S.
Army Medical Command (USAMEDCOM), U.S. Army Human Resources Command (AHRC), State Adjutants Gener-
al, and all Army military treatment facilities (MTFs) worldwide, will implement policies prescribed in this regulation
applicable to all Active Army and Reserve Component (RC) personnel and applicants for appointment (including all
officer procurement programs), enlistment, and induction.

¢. Commanders and military personnel officers at all levels of command will implement administrative and com-
mand provisions of chapters 5, 7, 8, 9, 10, and 11.

1-5. Medical classification
Individuals evaluated under the medical fitness standards contained in this regulation will be reported as indicated
below.

a. Medically acceptable. Medical examiners will report as “medically acceptable” all individuals who meet the
medical fitness standards established for the particular purpose for which examined. No individual will be accepted on
a provisional basis subject to the successful treatment or correction of a disqualifying defect.

b. Medically unacceptable.

(1) Medical examiners will report as “medically unacceptable” by reason of medical unfitness all individuals who
possess any one or more of the medical conditions or physical defects listed in this regulation as a cause for rejection
for the specific purpose for which examined, except as noted in (2), below.

(2) Medical examiners will report as “Medically unacceptable—prior administrative waiver granted” all individuals
who do not meet the medical fitness standards established for the particular purpose for which examined when a waiver
has been previously granted and the applicable provisions of paragraph 1-6 apply.

1-6. Review authorities and waivers

a. Medical fitness standards cannot be waived by medical examiners or by the examinee.

b. Examinees initially reported as medically unacceptable by reason of medical unfitness when the medical fitness
standards in chapter 2, 3, 4, or 5 apply, may request a waiver of the medical fitness standards in accordance with the
basic administrative directive governing the personnel action. Upon such request, the designated administrative author-
ity or his or her designees for the purpose may grant such a waiver in accordance with current directives. The Office of
the Surgeon General provides guidance when necessary to the review and waiver authorities on the interpretation of the
medical standards and appropriateness of medical waivers. The Secretary of the Army is the waiver authority for
accession. That authority is delegated down through the Deputy Chief of Staff, G-1 to the authorities listed in
paragraphs c through i, below.

c. The DODMERB, U.S. Air Force Academy, Colorado Springs, CO 80840-6518 is the sole review authority for
reports of examinations given applicants for contracting into the Reserve Officers’ Training Corps (ROTC) Programs.
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(See AR 40-29/NAVMEDCOMINST 6120.2/AFR 160-13/CG COMDTINST M6120.8.) Military Entrance Processing
Stations (MEPS) under the purview of MEPCOM, are the review authorities for non-scholarship ROTC program
examinations accomplished in their facilities. However, non-scholarship applicants who desire to contract into the
ROTC program must have a qualifying DODMERB Review.

(1) The waiver authority for entry into ROTC programs is the Commanding General, ROTC Command.

(2) The waiver authority for applicants to USMA is the Superintendent, USMA. The waiver authority for commis-
sioning USMA cadets is the DMPM, DCS, G-1, following consultation with TSG and receipt of a favorable waiver
recommendation from the Superintendent, USMA.

d. Military Entrance Processing Stations (MEPS), under the purview of MEPCOM, are the review authorities for
original enlistment examinations accomplished in their facilities. The Commanding General, USAREC, is the waiver
authority for original enlistment. The Director, Army National Guard is the waiver authority for the Army National
Guard (ARNG) and the Army National Guard of the United States (ARNGUS).

e. The waiver authority for direct accessions to Officer Candidate School (OCS) is the CG, USAREC. The waiver
authority for medical waivers for ROTC, including Green to Gold candidates to OCS, is the CG, USACC. The waiver
authority for currently serving enlisted Soldiers (“In-service”) applicants to OCS is DCS, G-1. The application for a
medical waiver to OCS will include a medical recommendation on the medical waiver from a military physician or
military treatment facility (MTF) physician regarding any potential physical limitations or medical conditions and their
possible impact upon an OCS applicant’s ability to function as a military officer.

f. Review and waiver authority for other direct appointment programs (for example, Chaplain Corps) is USAREC.
The waiver authority for initial selection for the Judge Advocate General Corps is AHRC.

g. Waiver authority for Special Forces training, Special Forces Assessment and Selection (SFAS), survival, evasion,
resistance, escape (SERE) training, Military Freefall (MFF), and Special Forces Combat Diving Qualification Course
(CDQC) is the Commandant, U.S. Army John F. Kennedy Special Warfare Center and School (USAJFKSWCS).
Waiver authority for the Airborne School is the Commandant, U.S. Army Infantry School in coordination with AHRC.

h. Waivers for initial enlistment or appointment, including entrance and retention in officer procurement programs,
will not be granted if the applicant does not meet the retention standards of chapter 3. Requests from waiver authorities
for exception to this policy will only be made under extraordinary circumstances and only with the approval of TSG
(Headquarters, Department of the Army, (HQDA) (DASG-HS-AS)).

i. Waivers of medical fitness standards that have been previously granted apply automatically to subsequent medical
actions pertinent to the program or purpose for which granted without the necessity of confirmation or termination
when—

(1) The duration of the waiver was not limited at the time it was granted and the medical condition or physical
defect has not interfered with the individual’s successful performance of military duty.

(2) The medical condition or physical defect waived was below retention medical fitness standards applicable to the
particular program involved and the medical condition or physical defect has remained essentially unchanged.

(3) The medical condition or physical defect waived was below procurement medical fitness standards applicable to
the particular program involved and the medical condition or physical defect, although worse, is within the retention
medical fitness standards prescribed for the program or purpose involved.

k. Exception to accession waiver for hearing: For waivers of hearing standards that are determined upon further
testing to be worse than initially evaluated and will interfere with the individual’s successful performance of military
duty, the Soldier may be separated from military Service within the first 180 days for an existing prior to Service
(EPTS) medical condition, provided an audiologist, entrance physical standards board (EPSBD), or medical board
determines that no Service related cause or aggravation made the hearing worse than when initially evaluated.

Chapter 2
Physical Standards for Enlistment, Appointment, and Induction

2-1. General

This chapter implements DODD 6130.3, Physical Standards for Appointment, Enlistment, and Induction, December 15,
2000, and DODI 6130.4, Medical Standards for Appointment, Enlistment, or Induction in the Armed Forces, January
18, 2005.

2-2. Application and responsibilities
a. Purpose. The purpose of the standards contained in this chapter is to ensure that individuals medically qualified
are—

(1) Free of contagious diseases that would likely endanger the health of other personnel.

(2) Free of medical conditions or physical defects that would require excessive time lost from duty for necessary
treatment or hospitalization or would likely result in separation from the Army for medical unfitness.
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(3) Medically capable of satisfactorily completing required training.

(4) Medically adaptable to the military environment without the necessity of geographical area limitations.

(5) Medically capable of performing duties without aggravation of existing physical defects or medical conditions.

b. Application. This chapter prescribes the medical conditions and physical defects that are causes for rejection for
appointment, enlistment, and induction into military Service. Unless otherwise stipulated, the conditions listed in this
chapter are those that would be disqualifying by virtue of current diagnosis, or for which the candidate has a verified
past medical history. Other standards may be prescribed by DOD in the event of mobilization or a national emergency.
Those individuals found medically qualified based on the medical standards of chapter 2 that were in effect prior to
this publication will not be disqualified solely on the basis of the new standards. The designated waiver authorities may
grant waivers for selection or continuation in the programs described below, provided the individual meets the retention
standards of chapter 3. However, the standard in paragraph 2-30a will not be waived regardless of whether chapter 2
or chapter 3 standards are applied.

c. Scope. The standards of chapter 2 apply to—

(1) Applicants for appointment as commissioned or warrant officers in the Active Army and RC, including
appointment as a Soldier in the USAR or the ARNG/ARNGUS. This includes enlisted Soldier applicants for appoint-
ment as commissioned or warrant officers. (However, for officers of the ARNG/ARNGUS or USAR who apply for
appointment in the Active Army, the standards of chap 3 are applicable.)

(2) Applicants for enlistment in the Active Army, including the Delayed Entry/Future Soldier Program (delayed
entry program). For medical conditions or physical defects predating original enlistment, these standards are applicable
for enlistees’ first 6 months of active duty. (However, for enlisted Soldiers of the ARNG/ARNGUS or USAR who
apply for enlistment in the Active Army or who re-enter active duty for training (ADT) under the “split-training”
option, the standards of chapter 3 are applicable.)

(a) Enlisted Soldiers identified within the first 6 months of active duty with a condition that existed prior to service
that does not meet the standards of chapter 2 may be separated (or receive a waiver to remain on active duty) following
an evaluation by an Entrance Physical Standards Board, in accordance with AR 635-200, chapter 5, with the exception
as noted in (b), below.

(b) Enlisted Soldiers identified within the first 6 months of active duty with a condition that existed prior to service
that does not meet the standards of chapter 2 or chapter 3 must be evaluated by a medical evaluation board (MEB).
The Soldier will then be referred to a physical evaluation board (PEB) unless the Soldier waives their right to the PEB
in accordance with AR 635-40.

(3) Applicants for enlistment in the RC and Federally recognized units or organizations of the ARNG/ARNGUS.
For medical conditions or physical defects predating original enlistment, these standards are applicable during the
enlistees’ initial period of ADT.

(4) Applicants for reenlistment in the Active Army, RC, and ARNG/ARNGUS after a period of more than 6 months
has elapsed since discharge.

(5) Applicants (civilian applicants or enlisted Soldier applicants) for the USMA, Scholarship or Advanced Course
ROTC, USUHS, Health Professions Scholarship Program (HPSP), Officer Candidate School (OCS), Warrant Officer
Candidate School, and all other Army special officer personnel procurement programs. (See chap 3 for retention of
students in HPSP and USUHS programs.)

(6) Retention of cadets and midshipmen at the U.S. Armed Forces academies and students enrolled in ROTC.
(However, the Commander, ROTC Cadet Command or the Superintendent, USMA has the authority to grant medical
waivers for continuation in these programs, provided the cadet meets the retention standards of chap 3.)

(7) All individuals being inducted into the Army.

d. Responsibilities. The Secretary of the Army will—

(1) Revise Army policies to conform to the standards contained in DOD Directive 6130.3 and DOD Instruction
6130.4.

(2) Ensure uniformity of application and implementation of DOD Instruction 6130.4.

(3) Have authority to grant a waiver of the standards in individual cases for applicable reasons and ensure
uniformity of waiver determinations. Delegated waiver authorities are noted in chapter 1.

(4) Have authority to change Army-specific visual standards (particularly for officer-accession programs) and
establish other standards for special programs. Notification of any proposed changes in standards will be provided to
the ASD(HA) 60 days before their implementation.

(5) Ensure that accurate International Classification of Disease (ICD) Codes are assigned to all medical conditions
resulting in a personnel action such as medical waiver or medical separation.

(6) Eliminate inconsistencies and inequities based on race, sex, or examination location in the application of the
standards.

e. Medical conditions. The disqualifying medical conditions are listed in paragraphs 2-3 through 2-32, below. (The
ICD codes are listed in parentheses following each standard in chap 2.) Unless otherwise stipulated, the conditions
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listed in paragraphs 2-3 through 2-32, below, are those that would be disqualifying by virtue of current diagnosis, or
for which the candidate has a verified past medical history.

2-3. Abdominal organs and gastrointestinal system

a. Esophagus. Current or history of esophageal disease, including, but not limited to ulceration, varices, fistula,
achalasia, or Gastro-Esophageal Reflux Disease (GERD) (530.81), or complications from GERD including stricture, or
maintenance on acid suppression medication, or other dysmotility disorders; chronic, or recurrent esophagitis (530.1),
does not meet the standard. Current or history of reactive airway disease associated with GERD does not meet the
standard. Current or history of dysmotility disorders, chronic, or recurrent esophagitis (530) does not meet the standard.
History of surgical correction for GERD within 6 months does not meet the standard. (P42 esophageal correction, P43
stomach correction and P45 intestinal correction.)

b. Stomach and duodenum.

(1) Current gastritis, chronic or severe (535), or non-ulcerative dyspepsia that requires maintenance medication does
not meet the standard.

(2) Current ulcer of stomach or duodenum confirmed by x-ray or endoscopy (533) does not meet the standard.

(3) History of surgery for peptic ulceration or perforation does not meet the standard.

c. Small and large intestine.

(1) Current or history of inflammatory bowel disease, including, but not limited to unspecified (558.9), regional
enteritis or Crohn’s disease (555), ulcerative colitis (556), or ulcerative proctitis (556), does not meet the standard.

(2) Current or history of intestinal malabsorption syndromes, including, but not limited to post-surgical and
idiopathic (579), does not meet the standard. Lactase deficiency does not meet the standard only if of sufficient severity
to require frequent intervention, or to interfere with normal function.

(3) Current or history of gastrointestinal functional and motility disorders within the past 2 years, including, but not
limited to pseudo-obstruction, megacolon, history of volvulus, or chronic constipation and/or diarrhea (787.91),
regardless of cause, persisting or symptomatic in the past 2 years, does not meet the standard.

(4) Current or history of irritable bowel syndrome (564.1) of sufficient severity to require frequent intervention or to
interfere with normal function does not meet the standard.

(5) History of bowel resection does not meet the standard.

(6) Current symptomatic diverticular disease of the intestine does not meet the standard.

d. Gastrointestinal bleeding. History of gastrointestinal bleeding (578), including positive occult blood (792.1) if the
cause has not been corrected, does not meet the standard. Meckel’s diverticulum (751.0), if surgically corrected greater
than 6 months prior, is not disqualifying.

e. Hepatic-biliary tract.

(1) Current acute or chronic hepatitis, hepatitis carrier state (070), hepatitis in the preceding 6 months, or persistence
of symptoms after 6 months, or objective evidence of impairment of liver function does not meet the standard.

(2) Current or history of cirrhosis (571), hepatic cysts (573.8), abscess (572.0), or sequelae of chronic liver disease
(571.3) does not meet the standard.

(3) Current or history of symptomatic cholecystitis, acute or chronic, with or without cholelithiasis (574),
postcholecystectomy syndrome, or other disorders of the gallbladder, and biliary system (576) do not meet the
standard. Cholecystectomy is not disqualifying if performed greater than 6 months prior to examination and patient
remains asymptomatic. Fiberoptic procedure to correct sphincter dysfunction or cholelithiasis if performed greater than
6 months prior to examination and patient remains asymptomatic may not be disqualifying.

(4) Current or history of pancreatitis, acute (577.0) or chronic (577.1), does not meet the standard.

(5) Current or history of metabolic liver disease, including, but not limited to hemochromatosis (275.0), Wilson’s
disease (275.1), or alpha-1 anti-trypsin deficiency (277.6), does not meet the standard.

(6) Current enlargement of the liver from any cause (789.1) does not meet the standard.

f. Anorectal.

(1) Current anal fissure or anal fistula (565) does not meet the standard.

(2) Current or history of anal or rectal polyp (569.0), prolapse (569.1), stricture (569.2), or fecal incontinence (787.
6) within the last 2 years does not meet the standard.

(3) Current hemorrhoid (internal or external), when large, symptomatic, or with a history of bleeding (455) within
the last 60 days, does not meet the standard.

g. Spleen.

(1) Current splenomegaly (789.2) does not meet the standard.

(2) History of splenectomy (P41.5) does not meet the standard, except when resulting from trauma.

h. Abdominal wall.

(1) Current hernia, including, but not limited to uncorrected inguinal (550) and other abdominal wall hernias (553),
do not meet the standard.
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(2) History of open or laparoscopic abdominal surgery during the preceding 6 months (P54) does not meet the
standard.

i. Other. History of any gastrointestinal procedure for the control of obesity does not meet the standard. Artificial
openings, including, but not limited to ostomy (V44), do not meet the standard.

2-4. Blood and blood-forming tissue diseases

a. Anemia. Current hereditary or acquired anemia, which has not been corrected with therapy before appointment or
induction, does not meet the standard. For the purposes of this regulation, anemia is defined as hemoglobin of less than
13.5 for males and less than 12 for females. The following ICD-9 codes are used for diagnosed anemia: hereditary
hemolytic anemia (282), sickle cell disease (282.6), acquired hemolytic anemia (283), aplastic anemia (284), or
unspecified anemias (285).

b. Hemorrhagic disorders. Current or history of coagulation defects (286) to include, but not limited to von
Willebrand’s Disease (286.4), idiopathic thrombocytopenia (287), or Henoch-Schénlein Purpura (287.0), does not meet
the standard.

¢. Leukopenia. Current or history of diagnosis of any form of chronic or recurrent agranulocytosis and/or leukopenia
(288.0) does not meet the standard.

2-5. Dental

a. Current diseases of the jaws or associated tissues that prevent normal functioning do not meet the standard. Those
diseases include, but are not limited to temporomandibular disorders (524.6) and/or myofascial pain that have not been
corrected.

b. Current severe malocclusion (524), which interferes with normal mastication or requires early and protracted
treatment, or a relationship between the mandible and maxilla that prevents satisfactory future prosthodontic replace-
ment does not meet the standard.

c. Current insufficient natural healthy teeth (521) or lack of a serviceable prosthesis that prevents adequate incision
and mastication of a normal diet and/or includes complex (multiple fixtures) dental implant systems with associated
complications do not meet the standard. Individuals undergoing endodontic care are acceptable for entry in the Delayed
Entry Program only if a civilian or military provider provides documentation that active endodontic treatment will be
completed prior to being sworn into active duty.

d. Current orthodontic appliances for continued treatment (VV53.4) do not meet the standard. Retainer appliances are
permissible, provided all active orthodontic treatment has been satisfactorily completed. Individuals undergoing or-
thodontic care are acceptable for enlistment in the Delayed Entry Program only if a civilian or military orthodontist
provides documentation that active orthodontic treatment will be completed prior to being sworn into active duty.

2-6. Ears

a. External ear. Current atresia (744.02) or severe microtia (744.23), congenital or acquired stenosis (380.5), chronic
otitis externa (380.2), or severe external ear deformity (744.3) that prevents or interferes with the proper wearing of
hearing protection does not meet the standard.

b. Mastoids. Current or history of mastoiditis (383.9), residual with fistula (383.81), chronic drainage or conditions
requiring frequent cleaning of the mastoid bone do not meet the standard. Marked external deformity that prevents or
interferes with wearing a protective mask or helmet (383.3) does not meet the standard.

c. Méniére's syndrome. Current or history of Méniére’s syndrome or other chronic diseases of the vestibular system
(386) does not meet the standard.

d. Middle and inner ear. Current or history of chronic otitis media (382), cholesteatoma (385.3), or history of any
inner (P20) or middle (P19) ear surgery (including cochlear implantation) does not meet the standard. Myringotomy or
successful tympanoplasty is not disqualifying.

e. Tympanic membrane. Current perforation of the tympanic membrane (384.2) or history of surgery to correct
perforation during the preceding 120 days (P19) does not meet the standard.

2—7. Hearing
a. Audiometers, calibrated to standards of the International Standards Organization (ISO 8253:1 1989) (reference
(c)) or the American National Standards Institute (ANSI 1996), will be used to test the hearing of all applicants.
b. All audiometric tracings or audiometric readings recorded on reports of medical examination or other medical
records will be clearly identified.
c. Current hearing threshold level in either ear greater than that described below does not meet the standard:
(1) Pure tone at 500, 1000, and 2000 cycles per second for each ear of not more than 30 decibels (dB) on the
average, with no individual level greater than 35 dB at those frequencies.
(2) Pure tone level not more than 45 dB at 3000 cycles per second or 55 dB at 4000 cycles per second for each ear.
(3) There is no standard for 6000 cycles per second.
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d. Current or history of hearing aid use (V53.2) does not meet the standard.

2-8. Endocrine and metabolic disorders

a. Current or history of adrenal dysfunction (255) does not meet the standard.

b. Current or history of diabetes mellitus (250) does not meet the standard.

c. Current persistent glycosuria when associated with impaired glucose tolerance (250) or renal tubular defects (271.
4) does not meet the standard.

d. Current or history of acromegaly, including, but not limited to gigantism or other disorders of pituitary function
(253), does not meet the standard.

e. Current or history of gout (274) does not meet the standard.

f. Current or history of hyperinsulinism (251.1) does not meet the standard.

g. Current or history of hyperparathyroidism (252.0) and hypoparathyroidism (252.1) does not meet the standard.

h. Thyroid disorders.

(1) Current goiter (240) does not meet the standard.

(2) Current hypothyroidism uncontrolled by medication (244) does not meet the standard.

(3) Current or history of hyperthyroidism (242.9) does not meet the standard.

(4) Current thyroiditis (245) does not meet the standard.

i. Current nutritional deficiency diseases, including, but not limited to beriberi (265), pellagra (265.2), and scurvy
(267) do not meet the standard.

j. Other endocrine or metabolic disorders such as cystic fibrosis (277), porphyria (277.1), and amyloidosis (277.3)
that obviously prevent satisfactory performance of duty or require frequent or prolonged treatment do not meet the
standard.

2-9. Upper extremities

a. Limitation of motion. Current joint ranges of motion less than the measurements listed below do not meet the
standard.

(1) Shoulder (726.1):

(a) Forward elevation to 90 degrees.

(b) Abduction to 90 degrees.

(2) Elbow (726.3):

(a) Flexion to 100 degrees.

(b) Extension to 15 degrees.

(3) Wrist (726.4): A total range of 60 degrees (extension plus flexion) or radial and ulnar deviation combined arc 30
degrees.

(4) Hand (726.4):

(a) Pronation to 45 degrees.

(b) Supination to 45 degrees.

(5) Fingers and thumb (726.4): Inability to clench fist, pick up a pin, grasp an object, or touch tips of at least three
fingers with thumb.

b. Hand and fingers.

(1) Current absence of the distal phalanx of either thumb (885) does not meet the standard.

(2) Current absence of distal and middle phalanx of an index, middle, or ring finger of either hand, irrespective of
the absence of the little finger (886), does not meet the standard.

(3) Current absence of more than the distal phalanx of any two of the following fingers: index, middle finger, or
ring finger of either hand (886) does not meet the standard.

(4) Current absence of hand or any portion thereof (887) does not meet the standard except for specific absences of
fingers as noted above.

(5) Current polydactyly (755) does not meet the standard.

(6) Scars and deformities of the fingers or hand (905.2) that are symptomatic or that impair normal function to such
a degree as to interfere with the satisfactory performance of military duty do not meet the standard (see also para
2-32).

(7) Current intrinsic paralysis or weakness of upper limbs, including nerve paralysis, carpal tunnel and cubital
syndromes, lesion of ulnar and radial nerve (354) sufficient to produce physical findings in the hand, such as muscle
atrophy and weakness does not meet the standard.

(8) Current disease, injury, or congenital condition with residual weakness or symptoms such as to prevent
satisfactory performance of duty, including, but not limited to chronic joint pain: shoulder (719.41), upper arm (719.
42), forearm (719.43), and hand (719.44), late effect of fracture of the upper extremities (905.2), late effect of sprains
without mention of injury (905.7), and late effects of tendon injury (905.8) do not meet the standard.
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(See also para 2-11.)

2-10. Lower extremities

a. Limitation of motion. Current joint ranges of motion less than the measurements listed in paragraphs below do not
meet the standard.

(1) Hip (due to disease (726.5), or injury (905.2)):

(a) Flexion to 90 degrees.

(b) No demonstrable flexion contracture.

(c) Extension to 10 degrees (beyond O degrees).

(d) Abduction to 45 degrees.

(e) Rotation of 60 degrees (internal and external combined).

(2) Knee (due to disease (726.6), or injury (905.4)):

(@) Full extension to O degrees.

(b) Flexion to 110 degrees.

(3) Ankle (due to disease (726.7), or injury (905.4) or congenital defect):

(@) Dorsiflexion to 10 degrees.

(b) Planter flexion to 30 degrees.

(4) Subtalar eversion and inversion totaling 5 degrees (due to disease (726.7) or injury (905.4) or congenital defect).

b. Foot and ankle.

(1) Current absence of a foot or any portion thereof (896) does not meet the standard.

(2) Current or history of deformities of the toes (acquired (735) or congenital (755.66)) including, but not limited to
conditions such as hallux valgus (735.0), hallux varus (735.1), hallux rigidicus (735.2), hammer toe(s) (735.4), claw
toe(s) (735.5), overriding toe(s) (735.8), that prevents the proper wearing of military footwear or impairs walking,
marching, running, or jumping, do not meet the standard.

(3) Current or history of clubfoot (754.70) or pes cavus (754.71) that prevents the proper wearing of military
footwear or impairs walking, marching, running, or jumping does not meet the standard.

(4) Current symptomatic pes planus (acquired (734) or congenital (754.6)) or history of pes planus corrected by
prescription or custom orthotics does not meet the standard.

(5) Current ingrown toenails (703.0), if infected or symptomatic, do not meet the standard.

(6) Current plantar fasciitis (728.71) does not meet the standard.

(7) Current neuroma (355.6) that is refractory to medical treatment, or impairs walking, marching, running, or
jumping, or prevents the proper wearing of military footwear, does not meet the standard.

c. Leg, knee, thigh, and hip.

(1) Current loose or foreign body within the knee joint (717.6) does not meet the standard.

(2) History of uncorrected anterior (717.83) or posterior (717.84) cruciate ligament injury does not meet the
standard. History of surgical correction of knee ligaments does not meet the standard only if symptomatic or unstable
(P81.4).

(3) Current symptomatic medial and lateral collateral ligament injury does not meet the standard.

(4) Current symptomatic medial and lateral meniscal injury does not meet the standard.

(5) Current unspecified internal derangement of the knee (717.9) does not meet the standard.

(6) Current or history of congenital dislocation of the hip (754.3), osteochondritis of the hip (Legg-Perthes disease)
(732.1), or slipped femoral epiphysis of the hip (732.2) does not meet the standard.

(7) Current or history of hip dislocation (835) within 2 years preceding examination does not meet the standard.

(8) Current osteochondritis of the tibial tuberosity (Osgood-Schlatter disease) (732.4), does not meet the standard if
symptomatic.

d. General.

(1) Current deformities, disease, or chronic joint pain of pelvic region, thigh (719.45), lower leg (719.46), ankle and/
or foot (719.47) that have interfered with function to such a degree as to prevent the individual from following a
physically active vocation in civilian life, or that would interfere with walking, running, weight bearing, or the
satisfactory completion of training or military duty, do not meet the standard.

(2) Current leg-length discrepancy resulting in a limp (736.81) does not meet the standard.

(See also para 2-11.)

2-11. Miscellaneous conditions of the extremities
a. Current or history of chondromalacia (717.7), including, but not limited to chronic patello-femoral pain syndrome
and retro-patellar pain syndrome, chronic osteoarthritis (715.3) or traumatic arthritis (716.1) does not meet the standard.
b. Current joint dislocation if unreduced, or history of recurrent dislocations of any major joint such as shoulder
(831), hip (835), elbow (832), knee (836), ankle (837), or instability of any major joint (shoulder (718.81), elbow (718.
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82), hip (718.85), ankle and foot (718.87) or multiple sites (718.89)) does not meet the standard. History of recurrent
instability of the knee or shoulder does not meet the standard.

c. Current or history of chronic osteoarthritis (715.3) or traumatic arthritis (716.1) of isolated joints of more than a
minimal degree that has interfered with the following of a physically active vocation in civilian life, or that prevents
the satisfactory performance of military duty does not meet the standard.

d. Fractures.

(1) Current malunion or non-union of any fracture (733.8) (except asymptomatic ulnar styloid process fracture) does
not meet the standard.

(2) Current retained hardware that is symptomatic, interferes with proper wearing of protective equipment or
military uniform, and/or is subject to easy trauma, does not meet the standard (V53.7). Retained hardware (733.99)
(including plates, pins, rods, wires, or screws used for fixation) is not disqualifying if fractures are healed, ligaments
are stable, there is no pain, and it is not subject to easy trauma.

e. Current devices, including, but not limited to silastic or titanium, implanted to correct orthopedic abnormalities
(V43), do not meet the standard.

f. Current or history of contusion of bone or joint; an injury of more than a minor nature that will interfere or
prevent performance of military duty, or will require frequent or prolonged treatment without fracture nerve injury,
open wound, crush or dislocation, which occurred within the preceding 6 weeks (upper extremity (923), lower
extremity (924), ribs and clavicle (922)) does not meet the standard.

g. History of joint replacement (V43.6) of any site does not meet the standard.

h. Current or history of muscular paralysis, contracture, or atrophy (728), if progressive or of sufficient degree to
interfere with or prevent satisfactory performance of military duty or if it will require frequent or prolonged treatment,
does not meet the standard.

i. Current osteochondritis dessicans (732.7) does not meet the standard.

j. Current or history of osteochondromatosis or multiple cartilaginous exostoses (727.82) do not meet the standard.

k. Current osteoporosis (733) does not meet the standard.

I. Current osteomyelitis (730), or history of recurrent osteomyelitis does not meet the standard.

(See also paras 2-9 and 2-10.)

2-12. Eyes

a. Lids.

(1) Current blepharitis (373), chronic or acute, until cured (373.00), does not meet the standard.

(2) Current blepharospasm (333.81) does not meet the standard.

(3) Current dacryocystitis, acute or chronic (375.30) does not meet the standard.

(4) Deformity of the lids (374.4), complete or extensive lid deformity, sufficient to interfere with vision or impair
protection of the eye from exposure does not meet the standard.

(5) Current growths or tumors of the eyelid, other than small, non-progressive, asymptomatic, benign lesions, do not
meet the standard.

b. Conjunctiva.

(1) Current chronic conjunctivitis (372.1), including, but not limited to trachoma (076) and chronic allergic conjunc-
tivitis (372.14), does not meet the standard.

(2) Current or recurrent pterygium, (372.4), if condition encroaches on the cornea in excess of 3 mm, or interferes
with vision, or is a progressive peripheral pterygium (372.42), or recurring pterygium after two operative procedures
(372.45), does not meet the standard.

(3) Current xerophthalmia (372.53) does not meet the standard.

c. Cornea.

(1) Current or history of corneal dystrophy of any type (371.5), including but not limited to keratoconus (371.6) of
any degree does not meet the standard.

(2) History of refractive surgery including, but not limited to: Lamellar (P11.7) and/or penetrating keratoplasty (P11.
6). Radial Keratotomy and Astigmatic Keratotomy does not meet the standard. Refractive surgery performed with an
Excimer Laser, including but not limited to, Photorefractive Keratectomy (commonly known as PRK), Laser Epithelial
Keratomileusis (commonly known as LASEK), and Laser-Assisted in situ Keratomileusis (commonly known as
LASIK) (P11.7) does not meet the standard if any of the following conditions are met:

(a) Pre-surgical refractive error in either eye exceeds + 8.00 to - 8.00 diopters.

(b) At least 6 months recovery period has not occurred between last refractive surgery or augmenting procedure and
accession medical examination.

(c) There have been complications, and/or medications or ophthalmic solutions are required.

(d) Post-surgical refraction in each eye is not stable as demonstrated by—

1. At least two separate refractions at least one month apart, the most recent of which demonstrates more than +/- 0.
50 diopters difference for spherical vision and/or more than +/- 0.25 diopters for cylinder vision; and
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2. At least 3 months recovery has not occurred between the last refractive surgery or augmenting procedure and one
of the comparison refractions.

(e) Pre-surgical and post-surgical refractive error does not meet the standards for the military Service to which the
candidate is applying.

(3) Current keratitis (370), acute or chronic, including, but not limited to recurrent corneal ulcers (370.0), erosions
(abrasions), or herpetic ulcers (054.42) does not meet the standard.

(4) Current corneal vascularization (370.6) or corneal opacification (371) from any cause that is progressive or
reduces vision below the standards prescribed in paragraph 2-13 does not meet the standard.

d. Uveitis or iridocyclitis. Current or history of uveitis or iridocyclitis (364.3) does not meet the standard.

e. Retina.

(1) Current or history of retinal defects and dystrophies, angiomatoses (759.6), retinoschisis and retinal cysts (361.
1), phakomas (362.89), and other congenito-retinal hereditary conditions (362.7) that impair visual function or are
progressive, do not meet the standard.

(2) Current or history of any chorioretinal or retinal inflammatory conditions, including, but not limited to condi-
tions leading to neovascularization, chorioretinitis, histoplasmosis, toxoplasmosis, or vascular conditions of the eye to
include Coats’ disease, or Eales’ disease (363) does not meet the standard.

(3) Current or history of degenerative changes of any part of the retina (362) does not meet the standard.

(4) Current or history of detachment of the retina (361), history of surgery for same, or peripheral retinal injury,
defect (361.3), or degeneration that may cause retinal detachment does not meet the standard.

f. Optic nerve.

(1) Current or history of optic neuritis (377.3), including, but not limited to neuroretinitis, secondary optic atrophy,
or documented history of retrobulbar neuritis does not meet the standard.

(2) Current or history of optic atrophy (377.1), or cortical blindness (377.75) does not meet the standard.

(3) Current or history of papilledema (377.0) does not meet the standard.

g. Lens.

(1) Current aphakia (379.31), history of lens implant, or current or history of dislocation of a lens does not meet the
standard.

(2) Current or history of opacities of the lens (366) that interfere with vision or that are considered to be
progressive, including cataract (366.9), do not meet the standard.

h. Ocular mobility and motility.

(1) Current diplopia (386.2) does not meet the standard.

(2) Current nystagmus (379.50) other than physiologic “end-point nystagmus” does not meet the standard.

(3) Esotropia (378.0), and hypertropia (378.31). For entrance into the USMA or ROTC programs, the following
conditions are also disqualifying: esotropia of over 15 prism diopters; exotropia of over 10 prism diopters; hypertropia
of over 5 prism diopters.

i. Miscellaneous defects and conditions.

(1) Current or history of abnormal visual fields due to disease of the eye or central nervous system (368.4), or
trauma (368.9) does not meet the standard.

(2) Absence of an eye, clinical anophthalmos, unspecified congenital (743.00) or acquired, or current or history of
other disorders of globe (360.8) does not meet the standard.

(3) Current asthenopia (368.13), does not meet the standard.

(4) Current unilateral or bilateral non-familial exophthalmos (376) does not meet the standard.

(5) Current or history of glaucoma (365), including, but not limited to primary, secondary, or pre-glaucoma as
evidenced by intraocular pressure above 21 millimeters of mercury (mmHg), or changes in the optic disc or visual field
loss associated with glaucoma, does not meet the standard.

(6) Current loss of normal pupillary reflex reactions to accommodation (367.5) or light (379.4), including Adie’s
syndrome, does not meet the standard.

(7) Current night blindness (368.6) does not meet the standard.

(8) Current or history of retained intraocular foreign body (360) does not meet the standard.

(9) Current or history of any organic disease of the eye (360) or adnexa (376) not specified above, which threatens
vision or visual function, does not meet the standard.

2-13. Vision

a. Current distant visual acuity of any degree that does not correct with spectacle lenses to at least one of the
following (367) does not meet the standard:

(1) 20/40 in one eye and 20/70 in the other eye.

(2) 20/30 in one eye and 20/100 in the other eye.

(3) 20/20 in one eye and 20/400 in the other eye.
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b. However, for entrance into USMA or ROTC, distant visual acuity that does not correct to 20/20 in one eye and
20/40 in the other eye does not meet the standard. For entrance into OCS, distant visual acuity that does not correct to
20/20 in one eye and 20/100 in the other eye does not meet the standard.

c. Current near visual acuity (367) of any degree that does not correct to 20/40 in the better eye does not meet the
standard.

d. Current refractive error (hyperopia (367.0), myopia (367.1), astigmatism (367.2)), or history of refractive error
prior to any refractive surgery manifest by any refractive error in spherical equivalent of worse than -8.00 or +8.00
diopters does not meet the standard. However, for entrance into USMA or Army ROTC programs, the following
conditions do not meet the standard:

(1) Astigmatism, all types over 3 diopters.

(2) Hyperopia over 8.00 diopters spherical equivalent.

(3) Myopia over 8 diopters spherical equivalent.

(4) Refractive error corrected by orthokeratology or keratorefractive surgery.

e. Contact lenses. Current complicated cases requiring contact lenses for adequate correction of vision, such as
corneal scars (371) and irregular astigmatism (367.2), do not meet the standard.

f. Color vision (368.5). Failure to pass a color vision test is not an automatic disqualification. Although there is no
standard, color vision will be tested because adequate color vision is a prerequisite for entry into many military
specialties. However, for entrance into the USMA or Army ROTC or OCS programs, the inability to distinguish and
identify without confusion the color of an object, substance, material, or light that is uniformly colored a vivid red or
vivid green does not meet the standard.

2-14. Genitalia

a. Female genitalia.

(1) Current or history of abnormal uterine bleeding (626.2), including, but not limited to menorrhagia, metrorrhagia,
or polymenorrhea, does not meet the standard.

(2) Current unexplained amenorrhea (626.0) does not meet the standard.

(3) Current or history of dysmenorrhea (625.3) that is incapacitating to a degree recurrently necessitating absences
of more than a few hours from routine activities does not meet the standard.

(4) Current or history of endometriosis (617) does not meet the standard.

(5) History of major abnormalities or defects of the genitalia such as change of sex (P64.5), hermaphroditism,
pseudohermaphroditism, or pure gonadal dysgenesis (752.7), or dysfunctional residuals from surgical correction of
these conditions does not meet the standard.

(6) Current or history of ovarian cysts (620.2), when persistent or symptomatic does not meet the standard.

(7) Current pelvic inflammatory disease (614), or history of recurrent pelvic inflammatory disease, does not meet the
standard. Current or history of chronic pelvic pain or unspecified symptoms associated with female genital organs (625.
9) does not meet the standard.

(8) Current pregnancy (V22) does not meet the standard until 6 months after the end of the pregnancy.

(9) Uterus, congenital absence of (752.3), or enlargement due to any cause (621.2) does not meet the standard.

(10) Current or history of genital infection or ulceration, including but not limited to herpes genitalis (054.11) or
condyloma acuminatum (078.11), if of sufficient severity to require frequent intervention or to interfere with normal
function, does not meet the standard.

(11) Current abnormal gynecologic cytology, including, but not limited to unspecified abnormalities of the
Papanicolaou smear of the cervix (Pap smear) (795) excluding Human Papilloma Virus (HPV) (079.4) or confirmed
Low-Grade Squamous Intraepithelial Lesion (LGSIL) (622.9), does not meet the standard. For the purposes of this
regulation, confirmation is by colposcopy or repeat cytology.

b. Male genitalia.

(1) Current absence of one or both testicles, either congenital (752.89) or undescended (752.51) does not meet the
standard.

(2) Current epispadias (752.62) or hypospadias (752.61), when accompanied by evidence of urinary tract infection,
urethral stricture, or voiding dysfunction, does not meet the standard.

(3) Current enlargement or mass of testicle or epididymis (608.9) does not meet the standard.

(4) Current orchitis (604) or epididymitis (604.90) does not meet the standard.

(5) History of penis amputation (878.0) does not meet the standard.

(6) Current or history of genital infection or ulceration, including, but not limited to herpes genitalis (054.13) and
condyloma acuminatum (078.11), if of sufficient severity to require frequent intervention or to interfere with normal
function, does not meet the standard

(7) Current acute prostatitis (601.0) or chronic prostatitis (601.1) does not meet the standard.

(8) Current hydrocele (603.0), if large or symptomatic, does not meet the standard. Left varicocele (456.4), if
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symptomatic, or associated with testicular atrophy, or vericocele larger than the testis does not meet the standard. Any
right varicocele (456.4) does not meet the standard.

c. Current or history of chronic scrotal pain or unspecified symptoms associated with male genital organs (608.9) do
not meet the standard.

d. History of major abnormalities or defects of the genitalia, such as a change of sex (P64.5), hermaphroditism,
pseudohermaphroditism, or pure gonadal dysgenesis (752.7) or dysfunctional residuals from surgical correction of these
conditions does not meet the standard.

2-15. Urinary system

a. Current cystitis (595), or history of chronic or recurrent cystitis does not meet the standard.

b. Current urethritis (597.80), or history of chronic or recurrent urethritis does not meet the standard.

c. History of enuresis (788.30) or incontinence of urine after 13th birthday does not meet the standard (see also para
2-29).

d. Current hematuria (599.7), pyuria, or other findings indicative of urinary tract disease (599) does not meet the
standard.

e. Current urethral stricture (598) or fistula (599.1) does not meet the standard.

f. Kidney.

(1) Current absence of one kidney, congenital (753.0) or acquired (V45.73) does not meet the standard.

(2) Current pyelonephritis (chronic or recurrent) (590.0) or any other unspecified infections of the kidney (590.9)
does not meet the standard.

(3) Current or history of polycystic kidney (753.1) does not meet the standard.

(4) Current or history of horseshoe kidney (753.3) does not meet the standard.

(5) Current or history of hydronephrosis (591) does not meet the standard.

(6) Current or history of acute (580) or chronic (582) nephritis of any type does not meet the standard.

g. Current or history of proteinuria (791.0) (greater than 200 milligrams (mg)/24 hours; or a protein to creatinine
ratio greater than 0.2 in a random urine sample, if greater than 48 hours after strenuous activity) does not meet the
standard, unless consultation determines the condition to be benign orthostatic proteinuria.

h. Current or history of urolithiasis (592) within the preceding 12 months does not meet the standard. Recurrent
calculus, nephrocalcinosis, or bilateral renal calculi at any time, does not meet the standard.

2-16. Head

a. Uncorrected deformities of the skull, face, or mandible (754.0) of a degree that would prevent the individual from
wearing a protective mask or military headgear do not meet the standard.

b. Loss or absence of the bony substance of the skull (756.0 or 738.1) not successfully corrected by reconstructive
materials, or leaving residual defect in excess of 1 square inch (6.45 centimeter (cm)2) or the size of a 25 cent piece
does not meet the standard.

2-17. Neck

a. Current symptomatic cervical ribs (756.2) do not meet the standard.

b. Current or history of congenital cysts (744.4) of branchial cleft origin or those developing from remnants of the
thyroglossal duct, with or without fistulous tracts, does not meet the standard.

c. Current contraction (723) of the muscles of the neck, spastic or non-spastic, or cicatricial contracture of the neck,
to the extent that it interferes with the proper wearing of a uniform or military equipment or is so disfiguring as to
interfere with or prevent satisfactory performance of military duty, does not meet the standard.

2-18. Heart

a. Current or history of all valvular heart diseases, congenital (746) or acquired (394), including those improved by
surgery, do not meet the standard. Mitral valve prolapse or bicuspid aortic valve is not disqualifying unless there is
associated tachyarrhythmia, mitral regurgitation, aortic stenosis, insufficiency, or cardiomegaly.

b. Current or history coronary heart disease (410) does not meet the standard.

c. Current or history of symptomatic arrhythmia or electrocardiographic evidence of arrhythmia.

(1) Current or history of supraventricular tachycardia (427.0), or any arrhythmia originating from the atrium or
sinoatrial node, such as atrial flutter, and atrial fibrillation, unless there has been no recurrence during the preceding 2
years while off all medications, does not meet the standard. Premature atrial or ventricular contractions sufficiently
symptomatic to require treatment, or result in physical or psychological impairment, do not meet the standard.

(2) Current or history of ventricular arrhythmias (427.1), including ventricular fibrillation, tachycardia, or multifocal
premature ventricular contractions, does not meet the standard. Occasional asymptomatic unifocal premature ventricular
contractions are not disqualifying.

(3) Current or history of ventricular conduction disorders, including, but not limited to disorders with left bundle
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branch block (426.2), Mobitz type 1l second degree atrioventricular (AV) block (426.12), and third degree AV block
(426.0), and Lown-Ganong-Levine-Syndrome (426.81) associated with an arrhythmia do not meet the standard. Current
or history of Wolff-Parkinson-White Syndrome (426.7), unless it has been successfully ablated for a period of 2 years
without recurrence of arrhythmia and now with a normal electrocardiogram, does not meet the standard.

(4) Current or history of conduction disturbances such as first degree AV block (426.11), left anterior hemiblock
(426.2), right bundle branch block (426.4), or Mobitz type | second degree AV block (426.13) do not meet the standard
when symptomatic or associated with underlying cardiovascular disease.

d. Current cardiomegaly, hypertrophy, or dilatation of the heart (429.3) do not meet the standard.

e. Current or history of cardiomyopathy (425), including myocarditis (422), or congestive heart failure (428), does
not meet the standard.

f. Current or history of pericarditis (420) (acute nonrheumatic), unless the individual is free of all symptoms for 2
years, and has no evidence of cardiac restriction or persistent pericardial effusion, does not meet the standard.

g. Current persistent tachycardia (785.1) (resting pulse rate of 100 beats per minute or greater) does not meet the
standard.

h. Current or history of congenital anomalies of heart and great vessels (746), except for corrected patent ductus
arteriosus, do not meet the standard.

2-19. Vascular system

a. Current or history of abnormalities of the arteries and blood vessels (447), including, but not limited to aneurysms
(442), atherosclerosis (440), or arteritis (446), do not meet the standard.

b. Current or history of hypertensive vascular disease (401) does not meet the standard. Elevated blood pressure
defined as the average of three consecutive sitting blood pressure measurements separated by at least 10 minutes,
diastolic greater than 90 mmHg or three consecutive systolic pressure measurements greater than 140 mmHg does not
meet the standard (796.2).

¢. History of pulmonary (415) or systemic embolization (444) does not meet the standard.

d. Current or history of peripheral vascular disease (443), including, but not limited to diseases such as Raynaud’s
Disease (443.0) does not meet the standard.

e. Current or history of venous diseases, including but not limited to, recurrent thrombophlebitis (451), thromboph-
lebitis during the preceding year, or any evidence of venous incompetence, such as large or symptomatic varicose
veins, edema, or skin ulceration (454), does not meet the standard.

2—-20. Height
The causes for disqualification are—
a. Men: Height below 60 inches or over 80 inches does not meet the standard.
b. Women: Height below 58 inches or over 80 inches does not meet the standard.

2-21. Weight

a. Army applicants for initial appointment as commissioned officers (to include appointment as commissioned
warrant officers) must meet the standards of AR 600-9. Body fat composition is used as the final determinant in
evaluating an applicant’s acceptability when the weight exceeds that listed in the weight tables.

b. All other applicants must meet the standards of tables 2-1 and 2-2. Body fat composition is used as the final
determinant in evaluating an applicant’s acceptability when the weight exceeds that listed in the weight tables.

2—-22. Body build
The cause for rejection for appointment, enlistment, and induction is deficient muscular development that would
interfere with the completion of required training.

2-23. Lungs, chest wall, pleura, and mediastinum

a. Current abnormal elevation of the diaphragm, either side, does not meet the standard. Any nonspecific abnormal
findings on radiological and other examination of body structure, such as lung field (793.1), or other thoracic or
abdominal organ (793.2), does not meet the standard.

b. Current abscess of the lung or mediastinum (513) does not meet the standard.

c. Current or history of acute infectious processes of the lung, including but not limited to viral pneumonia (480),
pneumococcal pneumonia (481), bacterial pneumonia (482), pneumonia other specified (483), pneumonia infectious
disease classified elsewhere (484), bronchopneumonia organism unspecified (485), pneumonia organism unspecified
(486), do not meet the standard until cured.

d. Asthma (493), including reactive airway disease, exercise-induced bronchospasm or asthmatic bronchitis, reliably
diagnosed and symptomatic after the 13th birthday, does not meet the standard. Reliable diagnostic criteria may include
any of the following elements: substantiated history of cough, wheeze, chest tightness, and/or dyspnea that persists or
recurs over a prolonged period of time, generally more than 12 months.
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e. Current bronchitis (490), acute or chronic, symptoms over 3 months occurring at least twice a year (491), does
not meet the standard.

f. Current or history of bronchiectasis (494) does not meet the standard.

g. Current or history of bronchopleural fistula (510) unless resolved with no sequelae does not meet the standard.

h. Current or history of bullous or generalized pulmonary emphysema (492) does not meet the standard.

i. Current chest wall malformation (754), including, but not limited to pectus excavatum (754.81), or pectus
carinatum (754.82), if these conditions interfere with vigorous physical exertion, does not meet the standard.

j. History of empyema (510) does not meet the standard.

k. Current pulmonary fibrosis (515) from any cause producing respiratory symptoms does not meet the standard.

|. Current foreign body in lung, trachea, or bronchus (934) does not meet the standard.

m. History of lobectomy (P32.4) does not meet the standard.

n. Current or history of pleurisy with effusion (511.9) within the previous 2 years does not meet the standard.

0. Current or history of pneumothorax (512) occurring during the year preceding examination, if due to trauma or
surgery or occurring during the 3 years preceding examination from spontaneous origin, does not meet the standard
Recurrent spontaneous pneumothorax (512) does not meet the standard.

p. History of open or laparoscopic thoracic or chest wall (including breasts) surgery during the preceding 6 months
(P54) does not meet the standard.

2-24. Mouth
a. Current cleft lip or palate defects (749), not satisfactorily repaired by surgery do not meet the standard.
b. Current leukoplakia (528.6) does not meet the standard.

2-25. Nose, sinuses, and larynx

a. Rhinitis.

(1) Current allergic rhinitis (477.0), due to pollen (477.8), or due to other allergen, or cause unspecified (477.9), if
not controlled by oral medication or topical corticosteroid medication, does not meet the standard. History of allergic
rhinitis immunotherapy within the previous year does not meet the standard.

(2) Current chronic non-allergic rhinitis (472.0), if not controlled by oral medication or topical corticosteroid
medication, does not meet the standard.

b. Current chronic conditions of larynx including vocal cord paralysis (478.3), chronic hoarseness, chronic laryngi-
tis, larynx ulceration, polyps, granulation tissue, or other symptomatic disease of larynx, vocal cord dysfunction not
elsewhere classified (478.7) do not meet the standard.

c. Current anosmia or parosmia (781.1) does not meet the standard.

d. History of recurrent epistaxis (784.7), with greater than one episode per week of bright red blood from the nose
occurring over a 3-month period, does not meet the standard.

e. Current nasal polyps (471) or history of nasal polyps, unless greater than 12 months has elapsed since nasal
polypectomy, does not meet the standard.

f. Current perforation of nasal septum (478.1) does not meet the standard.

g. Current chronic sinusitis (473), or current acute sinusitis (461.9), does not meet the standard. Such conditions
exist when evidenced by chronic purulent nasal discharge, hyperplastic changes of the nasal tissue, symptoms requiring
frequent medical attention, or x-ray findings.

h. Current or history of tracheostomy (V44.0) or tracheal fistula (530.84) does not meet the standard.

i. Current or history of deformities, or conditions or anomalies (750.9) of the upper alimentary tract, of the mouth,
tongue, palate throat, pharynx, larynx, and nose that interfere with chewing, swallowing, speech, or breathing do not
meet the standard.

j. Current chronic pharyngitis (462) and chronic nasopharyngitis (472.2), do not meet the standard.

2-26. Neurological disorders

a. Current or history of cerebrovascular conditions, including but not limited to subarachnoid (430) or intracerebral
(431) hemorrhage, vascular insufficiency, aneurysm, or arteriovenous malformation (437), do not meet the standard.

b. History of congenital or acquired anomalies of the central nervous system (742), or meningocele (741.9), does not
meet the standard.

c. Current or history of disorders of meninges, including, but not limited to cysts (349.2), does not meet the
standard.

d. Current or history of degenerative and hereditodegenerative disorders, including, but not limited to those disorders
affecting the cerebrum (330), basal ganglia (333), cerebellum (334), spinal cord (335), or peripheral nerves (337), do
not meet the standard.

e. History of recurrent headaches (784.0), including, but not limited to, migraines (346) and tension headaches (307.
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81) that interfere with normal function in the past 3 years, or of such severity to require prescription medications, do
not meet the standard.

f. Head injury (854.0).

(1) History of head injury will be disqualifying if associated with any of the following:

(a) Post-traumatic seizure(s) occurring more than 30 minutes after injury.

(b) Persistent motor or sensory deficits.

(c) Impairment of intellectual function.

(d) Alteration of personality.

(e) Unconsciousness, amnesia, or disorientation of person, place, or time of 24-hours duration or longer post-injury.

(f) Multiple fractures involving skull or face (804).

(g) Cerebral laceration or contusion (851).

(h) History of epidural, subdural, subarachnoid, or intercerebral hematoma (852).

(i) Associated abscess (326) or meningitis (958.8).

(j) Cerebrospinal fluid rhinorrhea (349.81) or otorrhea (388.61) persisting more than 7 days.

(k) Focal neurologic signs.

(I) Radiographic evidence of retained foreign body or bony fragments secondary to the trauma and/or operative
procedure in the brain.

(m) Leptomeningeal cysts or Arteriovenous Fistula.

(2) History of moderate head injury (854.03) does not meet the standard. After 2 years post-injury, applicants may
be qualified if neurological consultation shows no residual dysfunction or complications. Moderate head injuries are
defined as unconsciousness, amnesia, or disorientation of person, place, or time alone or in combination, of more than
1 and less than 24-hours duration post-injury, or linear skull fracture.

(3) History of mild head injury (854.02) does not meet the standard. After 1 month post-injury, applicants may be
qualified if neurological evaluation shows no residual dysfunction or complications. Mild head injuries are defined as a
period of unconsciousness, amnesia, or disorientation of person, place, or time, alone or in combination of 1 hour or
less post-injury.

(4) History of persistent post-traumatic symptoms (310.2) that interfere with normal activities or have duration of
greater than 1 month does not meet the standard. Such symptoms include, but are not limited to headache, vomiting,
disorientation, spatial disequilibrium, impaired memory, poor mental concentration, shortened attention span, dizziness,
or altered sleep patterns.

g. Infectious diseases of the central nervous system.

(1) Current or history of acute infectious processes of the central nervous system, including, but not limited to
meningitis (322), encephalitis (323), or brain abscess (324), do not meet the standard if occurring within 1 year before
examination, or if there are residual neurological defects.

(2) History of neurosyphilis (094) of any form, including but not limited to general paresis, tabes dorsalis or
meningovascular syphilis, does not meet the standard.

h. Current or history or narcolepsy or cataplexy (347) does not meet the standard.

i. Current or history of paralysis, weakness, lack of coordination, chronic pain, sensory disturbance, or other
specified paralytic syndromes (344) does not meet the standard.

j. Epilepsy (345) occurring beyond the 6™ birthday, unless the applicant has been free of seizures for a period of 5
years while taking no medication for seizure control, and has a normal electroencephalogram (EEG) does not meet the
standard. All such applicants will have a current neurology consultation with current EEG results.

k. Chronic nervous system disorders, including but not limited to myasthenia gravis (358.0), multiple sclerosis (340),
and tic disorders (307.20) (for example, Tourett’s (307.23)) do not meet the standard.

I. Current or history of retained central nervous system shunts of all kinds (V45.2) do not meet the standard.

2-27. Learning, psychiatric and behavioral disorders

a. Attention Deficit Disorder/Attention Deficit Hyperactivity Disorder (314), or Perceptual/Learning Disorder(s)
(315) does not meet the standard, unless applicant can demonstrate passing academic performance and there has been
no use of medication(s) in the previous 12 months.

b. Current or history of academic skills or perceptual defects (315) secondary to organic or functional mental
disorders, including, but not limited to dyslexia, that interfere with school or employment, do not meet the standard.
Applicants demonstrating passing academic and employment performance without utilization or recommendation of
academic and/or work accommodations at any time in the previous 12 months may be qualified.

c. Current or history of disorders with psychotic features such as schizophrenia (295), paranoid disorder (297), and
other unspecified psychosis (298) does not meet the standard.

d. Current mood disorders including, but not limited to, major depression (296.2-3), bipolar (296.4-7), affective
psychoses (296.8-9), depressive not otherwise specified (311), do not meet the standard.
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(1) History of mood disorders requiring outpatient care for longer than 6 months by a physician or other mental
health professional (V65.40), or inpatient treatment in a hospital or residential facility does not meet the standard.

(2) History of symptoms consistent with a mood disorder of a repeated nature that impairs school, social, or work
efficiency does not meet the standard.

e. Current or history of adjustment disorders (309) within the previous 3 months does not meet the standard.

f. Current or history of conduct (312), or behavior (313) disorders does not meet the standard. Recurrent encounters
with law enforcement agencies, antisocial attitudes or behaviors are tangible evidence of impaired capacity to adapt to
military service and as such do not meet the standard.

g. Current or history of personality disorder (301) does not meet the standard. History (demonstrated by repeated
inability to maintain reasonable adjustment in school, with employers or fellow workers, or other social groups),
interview, or psychological testing revealing that the degree of immaturity, instability, personality inadequacy, impul-
siveness, or dependency will likely interfere with adjustment in the Armed Forces does not meet the standard.

h. Current or history of other behavior disorders does not meet the standard, including, but not limited to conditions
such as the following:

(1) Enuresis (307.6) or encopresis (307.7) after 13th birthday does not meet the standard.

(2) Sleepwalking (307.4) after 13th birthday does not meet the standard.

(3) Eating disorders (307.5), anorexia nervosa (307.1), bulimia (307.51), or unspecified disorders of eating (307.59)
lasting longer than 3 months and occurring after 13th birthday do not meet the standard.

i. Any current receptive or expressive language disorder, including, but not limited to any speech impediment,
stammering and stuttering (307.0) of such a degree as to significantly interfere with production of speech or to repeat
commands, does not meet the standard.

j- History of suicidal behavior, including gesture(s) or attempt(s) (300.9), or history of self-mutilation, does not meet
the standard.

k. Current or history of anxiety disorders (anxiety (300.01) or panic (300.2)), agoraphobia (300.21), social phobia
(300.23), simple phobias (300.29), obsessive-compulsive (300.3), other acute reactions to stress (308), and post-
traumatic stress disorder (309.81) do not meet the standard.

|. Current or history of dissociative disorders, including, but not limited to hysteria (300.1), depersonalization (300.
6), and other (300.8), do not meet the standard.

m. Current or history of somatoform disorders, including, but not limited to hypochondriasis (300.7) or chronic pain
disorder, do not meet the standard.

n. Current or history of psychosexual conditions (302), including, but not limited to transsexualism, exhibitionism,
transvestism, voyeurism, and other paraphilias, do not meet the standard.

0. Current or history of alcohol dependence (303), drug dependence (304), alcohol abuse (305), or other drug abuse
(305.2 thru 305.9) does not meet the standard.

p. Current or history of other mental disorders (all 290-319 not listed above) that in the opinion of the civilian or
military provider will interfere with, or prevent satisfactory performance of military duty, do not meet the standard.

2-28. Skin and cellular tissues

a. Current diseases of sebaceous glands to include severe acne (706.1), if extensive involvement of the neck,
shoulders, chest, or back is present or would be aggravated by or interfere with the proper wearing of military
equipment, do not meet the standard. Applicants under treatment with systemic retinoids, including, but not limited to
isotretinoin (Accutane(r)) are disqualified until 8 (eight) weeks after completion of therapy.

b. Current or history of atopic dermatitis (691) or eczema (692) after the 9" birthday does not meet the standard.

c. Current or history of contact dermatitis (692.4), especially involving materials used in any type of required
protective equipment, does not meet the standard.

d. Cysts.

(1) Current cysts (706.2), (other than pilonidal cysts) of such a size or location as to interfere with the proper
wearing of military equipment does not meet the standard.

(2) Current pilonidal cysts (685), if evidenced by the presence of a tumor mass or a discharging sinus does not meet
the standard. Surgically resected pilonidal cyst that is symptomatic, unhealed, or less than 6 months post-operative does
not meet the standard.

e. Current or history of bullous dermatoses (694), including, but not limited to dermatitis herpetiformis, pemphigus,
and epidermolysis bullosa, does not meet the standard.

f. Current chronic lymphedema (457.1) does not meet the standard.

g. Current localized types of fungus infections (117), interfering with the proper wearing of military equipment or
the performance of military duties, do not meet the standard. (For systemic fungal infections, refer to paragraph 2-30.)

h. Current or history of furunculosis or carbuncle (680), if extensive, recurrent, or chronic does not meet the
standard.

i. Current or history of severe hyperhidrosis of hands or feet (780.8) does not meet the standard.
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j. Current or history of congenital (757) or acquired (216) anomalies of the skin such as nevi or vascular tumors that
interfere with function, or are exposed to constant irritation do not meet the standard. History of Dysplastic Nevus
Syndrome (232) does not meet the standard.

k. Current or history of keloid formation (701.4), if the tendency is marked or interferes with the proper wearing of
military equipment, does not meet the standard.

I. Current lichen planus (697.0) does not meet the standard.

m. Current or history of neurofibromatosis (von Recklinghausen’s disease) (237.7) does not meet the standard.

n. History of photosensitivity (692.72), including, but not limited to any primary sun-sensitive condition, such as
polymorphous light eruption or solar urticaria; any dermatosis aggravated by sunlight such as lupus erythematosus does
not meet the standard.

0. Current or history of psoriasis (696.1) does not meet the standard.

p. Current or history of radiodermatitis (692.82) does not meet the standard.

g. Current scars (709.2), or any other chronic skin disorder of a degree or nature that requires frequent outpatient
treatment or hospitalization, which in the opinion of the certifying authority affects thermoregulatory function, or will
interfere with the wearing of military clothing or equipment, or which exhibits a tendency to ulcerate, or interferes with
the satisfactory performance of duty, do not meet the standard. Includes scars at skin graft donor or recipient sites.
Scars at skin graft donor or recipient sites will include an evaluation of not only the relative total size of the burn
wound, but also the measurable effects of the wound, the location of the wound and the risk of subsequent injury
related to the wound itself.

(1) Prior burn injury (to include donor sites) involving a total body surface area of 40 percent or more does not meet
the standard.

(2) Prior burn injury involving less than 40 percent total body surface area, which results in a loss or degradation of
thermoregulatory function does not meet the standard. Examination will focus on the depth of the burn, anatomic
location (extensive burns on the torso will most significantly impair heat dissipation), and destruction of sweat glands.

(3) Prior burn injury susceptible to trauma or resulting in functional impairment to such a degree as to interfere with
the satisfactory performance of military duty, due to decreased range of motion, strength, or agility due to burn wound/
scarring does not meet the standard.

r. Current or history of extensive scleroderma (710.1) does not meet the standard.

s. Tattoos (709.9) that are otherwise prohibited under AR 670-1 do not meet the standard.

t. Current of history of chronic or recurrent urticaria (708.8) does not meet the standard.

u. Current symptomatic plantar wart(s) (078.19) does not meet the standard.

2-29. Spine and sacroiliac joints

a. Current or history of ankylosing spondylitis or other inflammatory spondylopathies (720) does not meet the
standard. (See para 2-11a.)

b. Current or history of any condition, including, but not limited to the spine or sacroiliac joints, with or without
objective signs that—

(1) Prevent the individual from successfully following a physically active vocation in civilian life (724) or that is
associated with local or referred pain to the extremities, muscular spasm, postural deformities, or limitation of motion
does not meet the standard.

(2) Require external support does not meet the standard.

(3) Require limitation of physical activity or frequent treatment does not meet the standard.

c. Current deviation or curvature of spine (737) from normal alignment, structure, or function does not meet the
standard if:

(1) 1t prevents the individual from following a physically active vocation in civilian life.

(2) It interferes with the proper wearing of a uniform or military equipment.

(3) It is symptomatic.

(4) There is lumbar scoliosis greater than 20 degrees, thoracic scoliosis greater than 30 degrees, or kyphosis and
lordosis greater than 55 degrees when measured by the Cobb method.

d. History of congenital fusion (756.15), involving more than two vertebral bodies does not meet the standard. Any
surgical fusion of spinal vertebrae (P81.0) does not meet the standard.

e. Current or history of fractures or dislocation of the vertebrae (805) does not meet the standard. A compression
fracture, involving less than 25 percent of a single vertebra is not disqualifying if the injury occurred more than 1 year
before examination and the applicant is asymptomatic. A history of fractures of the transverse or spinous processes is
not disqualifying if the applicant is asymptomatic.

f. History of juvenile epiphysitis (732.6) with any degree of residual change indicated by x-ray or kyphosis does not
meet the standard.

g. Current herniated nucleus pulposus (722) or history of surgery to correct this condition does not meet the
standard.
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h. Current or history of spina bifida (741) when symptomatic, if there is more than one vertebra level involved or
with dimpling of the overlying skin does not meet the standard. History of surgical repair of spina bifida does not meet
the standard.

i. Current or history of spondylolysis (congenital (756.11) or acquired (738.4)) and spondylolisthesis (congenital
(756.12) or acquired (738.4)) do not meet the standard.

2-30. Systemic diseases

a. Current or history of disorders involving the immune mechanism including immunodeficiencies (279) does not
meet the standard. Presence of Human Immunodeficiency Virus (HIV) or serologic evidence of infection (042) does
not meet the standard. Positive Enzyme-Linked Immunoabsorbent Assay test(s) for HIV with ambiguous or inconclu-
sive results on Western Blot testing does not meet the standard.

b. Current or history of lupus erythematosus (710.0) or mixed connective tissue disease variant (710.9) does not
meet the standard.

c. Current or history of progressive systemic sclerosis (710.1), including CRST Variant, does not meet the standard.
A single plaque of localized Scleroderma (morphea) that has been stable for at least 2 years is not disqualifying.

d. Current or history of Reiter’s disease (099.3) does not meet the standard.

e. Current or history of rheumatoid arthritis (714.0) does not meet the standard.

f. Current or history of Sjogren’s syndrome (710.2) does not meet the standard.

g. Current or history of vasculitis, including, but not limited to polyarteritis nodosa and allied conditions (446.0),
arteritis (447.6), Behget’s (136.1), and Wegner’s granulomatosis (446.4), does not meet the standard.

h. Tuberculosis (010)

(1) Current active tuberculosis or substantiated history of active tuberculosis in any form or location, regardless of
past treatment, in the previous 2 years, does not meet the standard.

(2) Current residual physical or mental defects from past tuberculosis that will prevent the satisfactory performance
of duty do not meet the standard.

(3) Individuals with a past history of active tuberculosis greater than 2 years before appointment, enlistment, or
induction are qualified if they have received a complete course of standard chemotherapy for tuberculosis. Individuals
with a tuberculin reaction in accordance with the guidelines of the American Thoracic Society and U.S. Public Health
Service (ATS/USPHS), and without evidence of residual disease in pulmonary or non-pulmonary sites are eligible for
enlistment induction, and appointment, provided they have received chemoprophylaxis in accordance with the guide-
lines of the ATS/USPHS.

(4) Current or history of untreated latent tuberculosis (positive Purified Protein Derivative with negative chest x-ray)
(795.5) does not meet the standard.

i. Current untreated syphilis does not meet the standard (097).

j. History of anaphylaxis (995.0), including, but not limited to idiopathic and exercise-induced; anaphylaxis to
venom, including stinging insects (989.5); foods or food additives (995.60-69); or to natural rubber latex (989.82),
does not meet the standard.

k. Current residual of tropical fevers, including, but not limited to fevers, such as malaria (084) and various parasitic
or protozoan infestations that prevent the satisfactory performance of military duty, does not meet the standard.

I. Current sleep disturbances (780.5), including, but not limited to sleep apneas, does not meet the standard.

m. History of malignant hyperthermia (995.86) does not meet the standard.

n. History of industrial solvent or other chemical intoxication (982) with sequelae does not meet the standard.

0. History of motion sickness (994.6) resulting in recurrent incapacitating symptoms or of such a severity to require
pre-medication in the previous 3 years does not meet the standard.

p. History of rheumatic fever (390) does not meet the standard.

g. Current or history of muscular dystrophies (359) or myopathies does not meet the standard.

r. Current or history of amyloidosis (277.3) does not meet the standard.

s. Current or history of eosinophilic granuloma (277.8) does not meet the standard. Healed eosinophilic granuloma,
when occurring as a single localized bony lesion and not associated with soft tissue or other involvement, will not be a
cause for disqualification. All other forms of the Histiocytosis (202.3) do not meet the standard.

t. Current or history of polymyositis (710.4) /dermatomyositis complex (710.3) with skin involvement does not meet
the standard.

u. History of rhabdomyolysis (728.88) does not meet the standard.

v. Current or history of sarcoidosis (135) does not meet the standard.

w. Current systemic fungus infections (117) do not meet the standard. For localized fungal infections, refer to
paragraph 2-28g.

2-31. Tumors and malignant diseases
a. Current benign tumors (M8000), or conditions that interfere with function, prevent the proper wearing of the
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uniform or protective equipment, or will require frequent specialized attention, or have a high malignant potential, such
as Dysplastic Nevus Syndrome, do not meet the standard.

b. Current or history of malignant tumors (V10) does not meet the standard. Skin cancer (other than malignant
melanoma) removed with no residual, is not disqualifying.

2-32. General and miscellaneous conditions and defects

a. Current or history of parasitic diseases, if symptomatic or carrier state, including, but not limited to filariasis
(125), trypanosomiasis (086), schistosomiasis (120), hookworm (uncinariasis) (126.9), and unspecified infectious and
parasitic disease (136.9), do not meet the standard.

b. Current or history of other disorders, including, but not limited to cystic fibrosis (277.0), or porphyria (277.1),
that prevent satisfactory performance of duty or require frequent or prolonged treatment do not meet the standard.

c. Current or history of cold-related disorders, including, but not limited to frostbite, chilblain, immersion foot (991),
or cold urticaria (708.2), do not meet the standard. Current residual effects of cold-related disorders, including, but not
limited to paresthesias, easily traumatized skin, cyanotic amputation of any digit, ankylosis, trench foot, or deep-seated
ache, do not meet the standard.

d. History of angioedema, including hereditary angioedema (277.6), does not meet the standard.

e. History of receiving organ or tissue transplantation (V42) does not meet the standard.

f. History of pulmonary (415) or systemic embolization (444) does not meet the standard.

g. History of untreated acute or chronic metallic poisoning, including, but not limited to lead, arsenic, silver (985),
beryllium, or manganese (985), does not meet the standard. Current complications or residual symptoms of such
poisoning do not meet the standard.

h. History of heat pyrexia (992.0), heatstroke (992.0), or sunstroke (992.0) does not meet the standard. History of
three or more episodes of heat exhaustion (992.3) does not meet the standard. Current or history of a predisposition to
heat injuries, including disorders of sweat mechanism, combined with a previous serious episode does not meet the
standard. Current or history of any unresolved sequelae of heat injury, including, but not limited to nervous, cardiac,
hepatic or renal systems, does not meet the standard.

i. Current or history of any condition that in the opinion of the medical officer will significantly interfere with the
successful performance of military duty or training does not meet the standard (should use specific ICD code whenever
possible, or 796.9).

j- Any current acute pathological condition, including, but not limited to acute communicable diseases, until
recovery has occurred without sequelae, does not meet the standard.
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Table 2-1

Military acceptable weight (in pounds) as related to age and height for males—Initial Army procurement®: 2

Maximum weight by years of age

Height (inches) Minimum weight 17-20 21-27 28-39 40 and over
any age
yielding a BMI of 19
60 97 139 141 143 146
61 100 144 146 148 151
62 104 148 150 153 156
63 107 153 155 158 161
64 110 158 160 163 166
65 114 163 165 168 171
66 117 168 170 173 177
67 121 174 176 179 182
68 125 179 181 184 187
69 128 184 186 189 193
70 132 189 192 195 199
71 136 194 197 201 204
72 140 200 203 206 210
73 144 205 208 212 216
74 148 211 214 218 222
75 152 217 220 224 228
76 156 223 226 230 234
77 160 229 232 236 240
78 164 235 238 242 247
79 168 241 244 248 253
80 173 247 250 255 259
Maximum body fat by years of age

17-20 21-27 28-39 40 and over

26% 26% 28% 30%
Notes:

1 If a male exceeds these weights, percent body fat will be measured by the method described in AR 600-9.

2 If a male also exceeds this body fat, he will be rejected for service.
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Table 2-2
Military acceptable weight (in pounds) as related to age and height for females—Initial Army procurement?: 2

Maximum weight by years of age
Height (inches) Minimum weight any 17-20 21-27 28-39 40 and over
age
yielding a BMI of 19
58 91 122 124 126 127
59 94 127 128 130 131
60 97 132 134 135 136
61 100 136 137 139 141
62 104 140 141 144 145
63 107 145 147 148 149
64 110 149 151 153 154
65 114 154 156 158 160
66 117 160 160 162 165
67 121 163 166 168 169
68 125 168 171 173 174
69 128 173 176 178 180
70 132 178 181 183 185
71 136 183 186 188 191
72 140 189 191 194 196
73 144 194 196 200 202
74 148 199 203 204 206
75 152 205 208 210 212
76 156 210 213 215 216
77 160 216 219 221 223
78 164 222 224 227 229
79 168 227 230 234 236
80 173 233 236 240 241
Maximum body fat by years of age
17-20 21-27 28-39 40 and over
32% 32% 34% 36%

Notes:
1 |f a female exceeds these weights, percent body fat will be measured by the method described in AR 600-9.
2 |f a female also exceeds this body fat, she will be rejected for service.

Chapter 3
Medical Fitness Standards for Retention and Separation, Including Retirement

3-1. General
This chapter gives the various medical conditions and physical defects which may render a Soldier unfit for further
military service and which fall below the standards required for the individuals in paragraph 3-2, below. These medical
conditions and physical defects, individually or in combination, are those that—

a. Significantly limit or interfere with the Soldier’s performance of their duties.
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b. May compromise or aggravate the Soldier’s health or well-being if they were to remain in the military Service.
This may involve dependence on certain medications, appliances, severe dietary restrictions, or frequent special
treatments, or a requirement for frequent clinical monitoring.

c. May compromise the health or well-being of other Soldiers.

d. May prejudice the best interests of the Government if the individual were to remain in the military Service.

3-2. Application
These standards apply to the following individuals (see chaps 4 and 5 for other standards that apply to specific
specialties):

a. All commissioned and warrant officers of the Active Army, ARNG/ARNGUS, and USAR.

b. All enlisted Soldiers of the Active Army, ARNG/ARNGUS, and USAR.

c. Students already enrolled in the HPSP and USUHS programs.

d. Enlisted Soldiers of the ARNG/ARNGUS or USAR who apply for enlistment in the Active Army.

e. Commissioned and warrant officers of the ARNG/ARNGUS or USAR who apply for appointment in the Active
Army.

f. Soldiers of the ARNG/ARNGUS or USAR who re-enter active duty under the “split-training option.” (However,
the weight standards of tables 2-1 and 2-2 apply to split option trainees.)

g. Retired Soldiers recalled to active duty.

3-3. Disposition
Soldiers with conditions listed in this chapter who do not meet the required medical standards will be evaluated by an
MEB as defined in AR 40-400 and will be referred to a PEB as defined in AR 635-40 with the following caveats:

a. USAR or ARNG/ARNGUS Soldiers not on active duty, whose medical condition was not incurred or aggravated
during an active duty period, will be processed in accordance with chapter 9 and chapter 10 of this regulation.

b. Soldiers pending separation in accordance with provisions of AR 635-200 or AR 600-8-24 authorizing separa-
tion under other than honorable conditions who do not meet medical retention standards will be referred to an MEB. In
the case of enlisted Soldiers, the physical disability processing and the administrative separation processing will be
conducted in accordance with the provisions of AR 635-200 and AR 635-40. In the case of commissioned or warrant
officers, the physical disability processing and the administrative separation processing will be conducted in accordance
with the provisions of AR 600-8-24 and AR 635-40.

c. A Soldier will not be referred to an MEB or a PEB because of impairments that were known to exist at the time
of acceptance in the Army and that have remained essentially the same in degree of severity and have not interfered
with successful performance of duty.

d. Physicians who identify Soldiers with medical conditions listed in this chapter should initiate an MEB at the time
of identification. Physicians should not defer initiating the MEB until the Soldier is being processed for nondisability
retirement. Many of the conditions listed in this chapter (for example, arthritis in para 3-14b) fall below retention
standards only if the condition has precluded or prevented successful performance of duty. In those cases when it is
clear the condition is long standing and has not prevented the Soldier from reaching retirement, then the Soldier meets
the standard and an MEB is not required.

e. Soldiers who have previously been found unfit for duty by a PEB, but were continued on active duty (COAD)
under the provisions of AR 635-40, chapter 6, will be referred to a PEB prior to retirement or separation processing.

f. If the Secretary of Defense prescribes less stringent standards during partial or full mobilization, individuals who
meet the less stringent standards but do not meet the standards of this chapter will not be referred for an MEB or a
PEB, until the termination of the mobilization or as directed by the Secretary of the Army.

3-4. General policy

Possession of one or more of the conditions listed in this chapter does not mean automatic retirement or separation
from the Service. Physicians are responsible for referring Soldiers with conditions listed below to an MEB. It is critical
that MEBs are complete and reflect all of the Soldier’s medical problems and physical limitations. The PEB will make
the determination of fitness or unfitness. The PEB, under the authority of the U.S. Army Physical Disability Agency,
will consider the results of the MEB, as well as the requirements of the Soldier’s MOS, in determining fitness. (See
chapter 9 and chapter 10 of this regulation for processing of RC Soldiers.)

3-5. Abdominal and gastrointestinal defects and diseases
The causes for referral to an MEB are as follows:

a. Achalasia (cardiospasm) with dysphagia not controlled by dilatation or surgery, continuous discomfort, or
inability to maintain weight.

b. Amoebic abscess with persistent abnormal liver function tests and failure to maintain weight and vigor after
appropriate treatment.

c. Biliary dyskinesia with frequent abdominal pain not relieved by simple medication, or with periodic jaundice.
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d. Cirrhosis of the liver with recurrent jaundice, ascites, or demonstrable esophageal varices or history of bleeding
therefrom.

e. Gastritis, if severe, chronic hypertrophic gastritis with repeated symptomatology and hospitalization, confirmed by
gastroscopic examination.

f. Hepatitis, B or C, chronic, when following the acute stage, symptoms persist, and there is objective evidence of
impairment of liver function. Chronic hepatitis B as documented by positive hepatitis B surface or e antigen or
detectable hepatitis B Deoxyribonucleic acid (DNA) viral load in serum. Chronic hepatitis C as documented by
detectable hepatitis C RNA viral load in serum.

g. Hernia, including inguinal, and other abdominal, except for small asymptomatic umbilical, with severe symptoms
not relieved by dietary or medical therapy, or recurrent bleeding in spite of prescribed treatment or other hernias if
symptomatic and if operative repair is contraindicated for medical reasons or when not amenable to surgical repair.

h. Crohn’s Disease/lleitis, regional, except when responding well to treatment.

i. Pancreatitis, chronic, with frequent abdominal pain of a severe nature; steatorrhea or disturbance of glucose
metabolism requiring hypoglycemic agents.

j. Peritoneal adhesions with recurring episodes of intestinal obstruction characterized by abdominal colicky pain,
vomiting, and intractable constipation requiring frequent admissions to the hospital.

k. Proctitis, chronic, with moderate to severe symptoms of bleeding, painful defecation, tenesmus, and diarrhea, and
repeated admissions to the hospital.

I. Ulcer, duodenal, or gastric with repeated hospitalization, or “sick in quarters” because of frequent recurrence of
symptoms (pain, vomiting, or bleeding) in spite of good medical management and supported by endoscopic evidence of
activity.

m. Ulcerative colitis, except when responding well to treatment.

n. Rectum, stricture of with severe symptoms of obstruction characterized by intractable constipation, pain on
defecation, or difficult bowel movements, requiring the regular use of laxatives or enemas, or requiring repeated
hospitalization.

3-6. Gastrointestinal and abdominal surgery
The causes for referral to an MEB are as follows:

a. Colectomy, partial or total, when more than mild symptoms of diarrhea remain or if complicated by colostomy.

b. Colostomy, when permanent.

c. Enterostomy, when permanent.

d. Gastrectomy, total.
Gastrectomy, subtotal, with or without vagotomy, or gastrojejunostomy, with or without vagotomy, when, in spite
of good medical management, the individual develops “dumping syndrome” which persists for 6 months postoperative-
ly; or develops frequent episodes of epigastric distress with characteristic circulatory symptoms or diarrhea persisting 6
months postoperatively; or continues to demonstrate appreciable weight loss 6 months postoperatively.

f. Gastrostomy, when permanent.

g. lleostomy, when permanent.

h. Pancreatectomy.

i. Pancreaticoduodenostomy, pancreaticogastrostomy, or pancreaticojejunostomy, followed by more than mild symp-
toms of digestive disturbance, or requiring insulin.

j. Proctectomy.

k. Proctopexy, proctoplasty, proctorrhaphy, or proctotomy, if fecal incontinence remains after an appropriate treat-
ment period.

@

3-7. Blood and blood-forming tissue diseases
The causes for referral to an MEB are as follows:

a. Anemia, hereditary, acquired, aplastic, or unspecified, when response to therapy is unsatisfactory, or when
therapy is such as to require prolonged, intensive medical supervision.

b. Hemolytic crisis, chronic and symptomatic.

c. Leukopenia, chronic, when response to therapy is unsatisfactory, or when therapy is such as to require prolonged,
intensive medical supervision.

d. Hypogammaglobulinemia with objective evidence of function deficiency and severe symptoms not controlled
with treatment.

e. Purpura and other bleeding diseases, when response to therapy is unsatisfactory, or when therapy is such as to
require prolonged, intensive medical supervision.

f. Thromboembolic disease when response to therapy is unsatisfactory, or when therapy is such as to require
prolonged, intensive medical supervision.

g. Splenomegaly, chronic.
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h. HIV confirmed antibody positivity, with the presence of progressive clinical illness or immunological deficiency.
For Active Army Soldiers and RC Soldiers on active duty for more than 30 days (except for training under 10 USC
10148), an MEB must be accomplished and, if appropriate, the Soldier must be referred to a PEB under AR 635-40.
For RC Soldiers not on active duty for more than 30 days or on ADT under 10 USC 10148, referral to a PEB will be
determined under AR 635-40. Records of official diagnoses provided by private physicians (that is, civilian doctors
providing evaluations under contract with Department of the Army (DA) or DOD, or civilian public health officials)
concerning the presence of progressive clinical illness or immunological deficiency in RC Soldiers may be used as a
basis for administrative action under, for example, AR 135-133, AR 135-175, AR 135-178, or AR 140-10, as
appropriate. (See AR 600-110 for HIV policies, including testing requirements.)

3-8. Dental diseases and abnormalities of the jaws

The causes for referral to an MEB are diseases of the jaws, periodontium, or associated tissues when, following
restorative surgery, there are residuals that are incapacitating or interfere with the individual’s satisfactory performance
of military duty.

3-9. Ears
The causes for referral to an MEB are as follows:

a. Infections of the external auditory canal when chronic and severe, resulting in thickening and excoriation of the
canal or chronic secondary infection requiring frequent and prolonged medical treatment and hospitalization.

b. Malfunction of the acoustic nerve. (Evaluate functional impairment of hearing under para 3-10.)

¢. Mastoiditis, chronic, with constant drainage from the mastoid cavity, requiring frequent and prolonged medical
care.

d. Mastoiditis, chronic, following mastoidectomy, with constant drainage from the mastoid cavity, requiring frequent
and prolonged medical care or hospitalization.

e. Méniere’s syndrome or any peripheral imbalance, syndrome or labyrinthine disorder with recurrent attacks of
sufficient frequency and severity as to interfere with the satisfactory performance of duty or requiring frequent or
prolonged medical care or hospitalization.

f. Otitis media, moderate, chronic, suppurative, resistant to treatment, and necessitating frequent and prolonged
medical care or hospitalization.

3-10. Hearing

The causes for referral to an MEB are as follows:
a. Soldiers incapable of performing their military duties with a hearing aid (see para 8-27).
b. Soldiers who fail the Speech Recognition In Noise Test (SPRINT).
c. Soldiers with a permanent H4 hearing profile.

3-11. Endocrine and metabolic disorders
The causes for referral to an MEB are as follows:

a. Acromegaly.

b. Adrenal insufficiency requiring replacement therapy.

c. Diabetes insipidus requiring the use of medication for control.

d. Diabetes mellitus, unless hemoglobin Alc can be maintained at <(less than) 7% using only lifestyle modifications
(diet, exercise).

e. Goiter causing breathing obstruction.

f. Gout in advanced cases with frequent acute exacerbations and severe bone, joint, or kidney damage.

g. Fasting hypoglycemia (as documented during a 72-hour fast) when caused by an insulinoma or other
hypoglycemia-inducing tumor.

h. Hyperparathyroidism when residuals or complications of surgical correction such as renal disease or bony
deformities preclude the reasonable performance of military duty.

i. Cushing’s syndrome.

j. Osteomalacia or osteoporosis resulting in fracture with residuals after therapy of such nature or degree as to
preclude the satisfactory performance of duty.

k. Primary hyperaldosteronism when resulting in uncontrolled hypertension and/or hypokalemia.

|. Multiple endocrine neoplasia, any type.

m. Pituitary macroadenomas when resulting in hypothalamic/pituitary dysfunction or symptoms of mass effect.

n. Pheochromocytoma.

0. Thyroid carcinoma, any type, if persistent despite usual therapy (surgery, radioactive iodine and treatment with
suppressive doses of levothyroxine).

p. Hypoparathyroidism, when severe, persistent, and difficult to manage.
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g. Salt-wasting congenital adrenal hyperplasia.

r. Carcinoid syndrome.

s. Endocrine tumors of the gastrointestinal tract, when response to therapy is unsatisfactory, or when therapy is such
as to require prolonged, intensive medical supervision. Such tumors include gastrinoma, glucagonoma, vipoma,
neurotensinoma, PPoma, and somatostatinoma.

3-12. Upper extremities
The causes for referral to an MEB are as follows (see also para 3-14):

a. Amputation.

(1) For purposes of this regulation, upper extremity amputation is defined as the loss of part or parts of an upper
extremity equal to or greater than--

(8 A thumb proximal to the interphalangeal joint.

(b) Two fingers of one hand, other than the little finger, at the proximal interphalangeal joints.

(c) One finger, other than the little finger, at the metacarpophalangeal joint and the thumb of the same hand at the
interphalangeal joint.

(2) Soldiers with amputations will (assuming no other disqualifying medical conditions) be provided a temporary
profile not less than 4 months (but not to exceed 1 year) to enable the Soldier to attain maximum medical benefit.

b. Joint ranges of motion (ROM) which do not equal or exceed the measurements listed below. Measurements
should be made with a goniometer (a bubble goniometer/inclinometer is also acceptable) and conform to the methods
illustrated and described in the Veterans Administration Schedule for Rating Disabilities (VASRD). SF Form 527
(Medical Record—Group Muscle Strength, Joint R.O.M. Girth and Length Measurements) should be used to document
the ROM and the method of measurement.

(1) Shoulder—forward elevation to 90 degrees, or abduction to 90 degrees.

(2) Elbow—flexion to 100 degrees, or extension to 60 degrees.

(3) Wrist—a total range extension plus flexion of 15 degrees.

(4) Hand (for this purpose, combined joint motion is the arithmetic sum of the motion at each of the three finger
joints (VASRD))—an active flexor value of combined joint motions of 135 degrees in each of two or more fingers of
the same hand, or an active extensor value of combined joint motions of 75 degrees in each of the same two or more
fingers, or limitation of motion of the thumb that precludes opposition to at least two finger tips.

c. Recurrent dislocations of the shoulder, when not repairable or surgery is contradicated.

3-13. Lower extremities
The causes for referral to an MEB are as follows (see also para 3-14):

a. Amputations.

(1) Lower extremity amputations are defined, for purposes of this regulation, as follows:

(a) Loss of toes that precludes the abilities to run or walk without a perceptible limp and to engage in fairly
strenuous jobs.

(b) Any loss greater than that specified above to include foot, ankle, below the knee, above the knee, femur, hip.

(2) Soldiers with amputations will (assuming no other disqualifying medical conditions) be provided a temporary
profile not less than 4 months (but not to exceed 1 year) to enable the Soldier to attain maximum medical benefit.

b. Feet.

(1) Hallux valgus when moderately severe, with exostosis or rigidity and pronounced symptoms; or severe with
arthritic changes.

(2) Pes planus, when symptomatic, more than moderate, with pronation on weight bearing which prevents the
wearing of military footwear, or when associated with vascular changes.

(3) Pes cavus when moderately severe, with moderate discomfort on prolonged standing and walking, metatarsalgia,
and which prevents the wearing of military footwear.

(4) Neuroma that is refractory to medical treatment, refractory to surgical treatment, and interferes with the
satisfactory performance of military duties.

(5) Plantar fascitis or heel spur syndrome that is refractory to medical or surgical treatment, interferes with the
satisfactory performance of military duties, or prevents the wearing of military footwear.

(6) Hammertoes, severe, that precludes the wearing of appropriate military footwear, refractory to surgery, or
interferes with satisfactory performance of duty.

(7) Hallux limitus, hallux rigidus.

c. Internal derangement of the knee.

(1) Residual instability following remedial measures, if more than moderate in degree.

(2) If complicated by arthritis, see paragraph 3-14a.

d. Joint ranges of motion (ROM). ROM that does not equal or exceed the measurements listed below. Measurements
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should be made with a goniometer (a bubble goniometer/inclinometer is also acceptable) and conform to the methods
illustrated and described in the VASRD.

(1) Hip—flexion to 90 degrees or extension to 0 degree.

(2) Knee—flexion to 90 degrees or extension to 15 degrees.

(3) Ankle—dorsiflexion to 10 degrees or planter flexion to 10 degrees.

e. Shortening of an extremity that exceeds 2 inches.

f. Recurrent dislocations of the patella.
(See also para 3-14.)

3-14. Miscellaneous conditions of the extremities
The causes for referral to an MEB are as follows (see also paras 3-12 and 3-13):

a. Arthritis due to infection, associated with persistent pain and marked loss of function with objective x-ray
evidence and documented history of recurrent incapacity for prolonged periods. For arthritis due to gonococcic or
tuberculous infection, see paragraphs 3-40j and 3-45b.

b. Arthritis due to trauma, when surgical treatment fails or is contraindicated and there is functional impairment of
the involved joints so as to preclude the satisfactory performance of duty.

c. Osteoarthritis, with severe symptoms associated with impairment of function, supported by x-ray evidence and
documented history of recurrent incapacity for prolonged periods.

d. Avascular necrosis of bone when severe enough to prevent successful performance of duty.

e. Chondromalacia or osteochondritis dissecans, severe, manifested by frequent joint effusion, more than moderate
interference with function, or with severe residuals from surgery.

f. Fractures.

(1) Malunion of fractures, when, after appropriate treatment, there is more than moderate malunion with marked
deformity and more than moderate loss of function.

(2) Nonunion of fractures, when, after an appropriate healing period, the nonunion precludes satisfactory perform-
ance of duty.

(3) Bone fusion defect, when manifested by more than moderate pain and loss of function.

(4) Callus, excessive, following fracture, when functional impairment precludes satisfactory performance of duty and
the callus does not respond to adequate treatment.

g. Joints.

(1) Arthroplasty with severe pain, limitation of motion, and of function.

(2) Bony or fibrous ankylosis, with severe pain involving major joints or spinal segments in an unfavorable position,
and with marked loss of function.

(3) Contracture of joint, with marked loss of function and the condition is not remediable by surgery.

(4) Loose bodies within a joint, with marked functional impairment and complicated by arthritis to such a degree as
to preclude favorable results of treatment or not remediable by surgery.

(5) Prosthetic replacement of major joints if there is resultant loss of function or pain that precludes satisfactory
performance of duty.

h. Muscles.

(1) Flaccid paralysis of one or more muscles with loss of function that precludes satisfactory performance of duty
following surgical correction or if not remediable by surgery.

(2) Spastic paralysis of one or more muscles with loss of function that precludes the satisfactory performance of
military duty.

i. Myotonia congenita.

j. Osteitis deformans (Paget’s disease) with involvement of single or multiple bones with resultant deformities or
symptoms severely interfering with function.

k. Osteoarthropathy, hypertrophic, secondary with moderately severe to severe pain present, with joint effusion
occurring intermittently in one or multiple joints, and with at least moderate loss of function.

|. Osteomyelitis, chronic, with recurrent episodes not responsive to treatment and involving the bone to a degree that
interferes with stability and function.

m. Tendon transplant with fair or poor restoration of function with weakness that seriously interferes with the
function of the affected part.

(See also paras 3-12 and 3-13.)

n. Tendinopathy. Any tendonitis, tenosynovitis, or tendinopathy that precludes satisfactory performance of military

duties.

3-15. Eyes
The causes for referral to an MEB are as follows:
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a. Active eye disease or any progressive organic disease or degeneration, regardless of the stage of activity, that is
resistant to treatment and affects the distant visual acuity or visual fields so that distant visual acuity does not meet the
standard stated in paragraph 3-16e or the diameter of the field of vision in the better eye is less than 20 degrees.

b. Aphakia, bilateral.

c. Atrophy of the optic nerve due to disease.

d. Glaucoma, if resistant to treatment or affecting visual fields as in a above, or if side effects of required
medication are functionally incapacitating.

e. Degenerations, when vision does not meet the standards of paragraph 3-16e, or when vision is correctable only
by the use of contact lenses or other special corrective devices (telescopic lenses, etc.).

f. Diseases and infections of the eye, when chronic, more than mildly symptomatic, progressive, and resistant to
treatment after a reasonable period. This includes intractable allergic conjunctivitis inadequately controlled by medica-
tions and immunotherapy.

g. Residuals or complications of injury or disease, when progressive or when reduced visual acuity does not meet
the criteria stated in paragraph 3-16e.

h. Unilateral detachment of retina if any of the following exists:

(1) Visual acuity does not meet the standard stated in paragraph 3-16e.

(2) The visual field in the better eye is constricted to less than 20 degrees.

(3) Uncorrectable diplopia exists.

(4) Detachment results from organic progressive disease or new growth, regardless of the condition of the better eye.

i. Bilateral detachment of retina, regardless of etiology or results of corrective surgery.

3-16. Vision
The causes for referral to an MEB are as follows:

a. Aniseikonia, with subjective eye discomfort, neurologic symptoms, sensations of motion sickness and other
gastrointestinal disturbances, functional disturbances and difficulties in form sense, and not corrected by iseikonica
lenses.

b. Binocular diplopia, not correctable by surgery, that is severe, constant, and in a zone less than 20 degrees from
the primary position.

c. Hemianopsia, of any type if bilateral, permanent, and based on an organic defect. Those due to a functional
neurosis and those due to transitory conditions, such as periodic migraine, are not considered to fall below required
standards.

d. Night blindness, of such a degree that the Soldier requires assistance in any travel at night.

e. Visual acuity.

(1) Vision that cannot be corrected with ordinary spectacle lenses (contact lenses or other special corrective devices
(telescopic lenses, and so forth) are unacceptable) to at least: 20/40 in one eye and 20/100 in the other eye, or 20/30 in
one eye and 20/200 in the other eye, or 20/20 in one eye and 20/800 in the other eye, or

(2) An eye has been enucleated.

f. Visual field with bilateral concentric constriction to less than 20 degrees.

3-17. Genitourinary system
The causes for referral to an MEB are as follows:

a. Cystitis, when complications or residuals of treatment themselves preclude satisfactory performance of duty.

b. Dysmenorrhea, when symptomatic, irregular cycle, not amenable to treatment, and of such severity as to
necessitate recurrent absences of more than 1 day.

¢. Endometriosis, symptomatic and incapacitating to a degree that necessitates recurrent absences of more than 1
day.

d. Hypospadias, when accompanied by evidence of chronic infection of the genitourinary tract or instances where
the urine is voided in such a manner as to soil clothes or surroundings and the condition is not amenable to treatment.

e. Incontinence of urine, due to disease or defect not amenable to treatment and of such severity as to necessitate
recurrent absence from duty.

f. Kidney.

(1) Calculus in kidney, when bilateral, resulting in frequent or recurring infections, or when there is evidence of
obstructive uropathy not responding to medical or surgical treatment.

(2) Congenital anomaly, when bilateral, resulting in frequent or recurring infections, or when there is evidence of
obstructive uropathy not responding to medical or surgical treatment.

(3) Cystic kidney (polycystic kidney), when symptomatic and renal function is impaired or is the focus of frequent
infection.

(4) Glomerulonephritis, when chronic.
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(5) Hydronephrosis, when more than mild, bilateral, and causing continuous or frequent symptoms.

(6) Hypoplasia of the kidney, when symptomatic and associated with elevated blood pressure or frequent infections
and not controlled by surgery.

(7) Nephritis, when chronic.

(8) Nephrosis.

(9) Perirenal abscess, with residuals of a degree that precludes the satisfactory performance of duty.

(10) Pyelonephritis or pyelitis, when chronic, that has not responded to medical or surgical treatment, with evidence
of hypertension, eye—ground changes, cardiac abnormalities.

(11) Pyonephrosis, when not responding to treatment.

g. Menopausal syndrome, physiologic or artificial, when symptoms are not amenable to treatment and preclude
successful performance of duty.

h. Chronic pelvic pain with or without demonstrative pathology that has not responded to medical or surgical
treatment and of such severity to necessitate recurrent absence from duty.

i. Strictures of the urethra or ureter, when severe and not amenable to treatment.

j- Urethritis, chronic, when not responsive to treatment and necessitating frequent absences from duty.

3-18. Genitourinary and gynecological surgery
The causes for referral to an MEB are as follows:

a. Cystectomy.

b. Cystoplasty, if reconstruction is unsatisfactory or if residual urine persists in excess of 50 cubic centimeters or if
refractory symptomatic infection persists.

¢. Hysterectomy, when residual symptoms or complications preclude the satisfactory performance of duty.

d. Nephrectomy, when after treatment, there is infection or pathology in the remaining kidney.

e. Nephrostomy, if drainage persists.

f. Oophorectomy, when complications or residual symptoms are not amenable to treatment and preclude successful
performance of duty.

g. Pyelostomy, if drainage persists.

h. Ureterocolostomy.

i. Ureterocystostomy, when both ureters are markedly dilated with irreversible changes.

j- Ureteroileostomy cutaneous.

k. Ureteroplasty.

(1) When unilateral procedure is unsuccessful and nephrectomy is necessary, consider it on the basis of the standard
for a nephrectomy; or

(2) When bilateral, evaluate residual obstruction or hydronephrosis and consider it on the basis of the residuals
involved.

I. Ureterosigmoidostomy.

m. Ureterostomy, external or cutaneous.

n. Urethrostomy, if there is complete amputation of the penis or when a satisfactory urethra cannot be restored.

0. Kidney transplant recipient. If found fit for duty by a PEB, Soldiers should be restricted to assignment locations
where adequate medical care is available and should not deploy to an austere environment. Such Soldiers should not
wear individual chemical equipment due to possible drug interactions.

3-19. Head
A skull defect that poses a danger to the Soldier or interferes with the wearing of protective headgear is cause for
referral to an MEB.

3-20. Neck
The causes for referral to an MEB are torticollis (wry neck); severe fixed deformity with cervical scoliosis, flattening
of the head and face, and loss of cervical mobility. (See also paras 3-11 and 3-39h.)

3-21. Heart
The causes for referral to an MEB are as follows (see table 3-1 for functional classifications and for metabolic
equivalents (METS) ratings to be included in the MEB):

a. Coronary heart disease associated with—

(1) Myocardial infarction, angina pectoris, or congestive heart failure due to fixed obstructive coronary artery
disease or coronary artery spasm. The policies for trial of duty, profiling, and referral to an MEB and a PEB (as
outlined in para 3-25) apply. The trial of duty will be for 120 days.

(2) Myocardial infarction with normal coronary artery anatomy. The policies for trial of duty, profiling, and referral
to an MEB and a PEB (as outlined in para 3-25) apply. The trial of duty will be for 120 days.
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(3) Angina pectoris in association with objective evidence of myocardial ischemia in the presence of normal
coronary artery anatomy.

(4) Fixed obstructive coronary artery disease, asymptomatic but with objective evidence of myocardial ischemia.
The policies for trial of duty, profiling, and referral to an MEB and a PEB (as outlined in para 3—-25) apply. The trial of
duty will be for 120 days.

b. Supraventricular tachyarrhythmias, when life threatening or symptomatic enough to interfere with performance of
duty and when not adequately controlled. This includes atrial fibrillation, atrial flutter, paroxysmal supraventricular
tachycardia, and others.

¢. Endocarditis with any residual abnormality or if associated with valvular, congenital, or hypertrophic myocardial
disease.

d. Heart block (second degree or third degree AV block) and symptomatic bradyarrhythmias, even in the absence of
organic heart disease or syncope. Wenckebach second degree heart block occurring in healthy asymptomatic individu-
als without evidence of organic heart disease is not a cause for referral to a PEB. None of these conditions is cause for
MEB/PEB when associated with recognizable temporary precipitating conditions: for example, perioperative period,
hypoxia, electrolyte disturbance, drug toxicity, acute illness.

e. Myocardial disease, New York Heart Association or Canadian Cardiovascular Society Functional Class Il or
worse. (See table 3-1.)

f. Ventricular flutter and fibrillation, ventricular tachycardia when potentially life threatening (for example, when
associated with forms of heart disease that are recognized to predispose to increased risk of death and when there is no
definitive therapy available to reduce this risk) or when symptomatic enough to interfere with the performance of duty.
None of these ventricular arrhythmias are a cause for medical board referral to a PEB when associated with
recognizable temporary precipitating conditions: for example, perioperative period, hypoxia, electrolyte disturbance,
drug toxicity, or acute illness.

g. Sudden cardiac death, when an individual survives sudden cardiac death that is not associated with a temporary or
treatable cause, and when there is no definitive therapy available to reduce the risk of recurrent sudden cardiac death.

h. Hypertrophic cardiomyopathy when it restricts activity.

i. Pericarditis as follows:

(1) Chronic constrictive pericarditis unless successful remedial surgery has been performed.

(2) Chronic serous pericarditis.

j.- Valvular heart disease with cardiac insufficiency at functional capacity of Class Il or worse as defined by the New
York Heart Association. (See table 3-1.)

k. Ventricular premature contractions with frequent or continuous attacks, whether or not associated with organic
heart disease, accompanied by discomfort or fear of such a degree as to interfere with the satisfactory performance of
duty.

I. Recurrent syncope or near syncope of cardiovascular etiology that is not controlled or when it interferes with the
performance of duty, even if the etiology is unknown.

m. Any cardiovascular disorder requiring chronic drug therapy in order to prevent the occurrence of potentially fatal
or severely symptomatic events that would interfere with duty performance.

n. Congenital heart disease that has long term risks, complications, or impact on duty performance. The exception
would be those congenital heart disease conditions that can be repaired with resolution of long term risks, complica-
tions, and impact on duty performance.

3-22. Vascular system
The causes for referral to an MEB are as follows:

a. Arteriosclerosis obliterans when any of the following pertain:

(1) Intermittent claudication of sufficient severity to produce discomfort and inability to complete a walk of 200
yards or less on level ground at 112 steps per minute without a rest.

(2) Objective evidence of arterial disease with symptoms of claudication, ischemic rest pain, or with gangrenous or
ulcerative skin changes of a permanent degree in the distal extremity.

(3) Involvement of more than one organ, system, or anatomic region (the lower extremities comprise one region for
this purpose) with symptoms of arterial insufficiency.

b. Major cardiovascular anomalies including coarctation of the aorta, unless satisfactorily treated by surgical
correction or other newly developed techniques, and without any residual abnormalities or complications.

¢. Aneurysm of any vessel not correctable by surgery and aneurysm corrected by surgery after a period of up to 90
days trial of duty that results in the individual’s inability to perform satisfactory duty. The policies for trial of duty,
profiling, and referral to an MEB and a PEB (as outlined in para 3-25) apply.

d. Periarteritis nodosa with definite evidence of functional impairment.

e. Chronic venous insufficiency (postphlebitic syndrome) when more than mild and symptomatic despite elastic
support.
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f. Raynaud’s phenomenon manifested by trophic changes of the involved parts characterized by scarring of the skin
or ulceration.

g. Thromboangiitis obliterans with intermittent claudication of sufficient severity to produce discomfort and inability
to complete a walk of 200 yards or less on level ground at 112 steps per minute without rest, or other complications.

h. Thrombophlebitis when repeated attacks requiring treatment are of such frequency as to interfere with the
satisfactory performance of duty.

i. Varicose veins that are severe and symptomatic despite therapy.

j- Cold injury. (See paragraph 3-46).

3-23. Miscellaneous cardiovascular conditions
The causes for referral to an MEB are as follows:

a. Hypertensive cardiovascular disease and hypertensive vascular disease. Diastolic pressure consistently more than
110 mmHg following an adequate period of therapy in an ambulatory status.

b. Rheumatic fever, active, with heart damage. Recurrent attacks.

3-24. Surgery and other invasive procedures involving the heart, pericardium, or vascular system
These procedures include newly developed techniques or prostheses not otherwise covered in this paragraph. The
causes for referral to an MEB are as follows:

a. Permanent prosthetic valve implantation.

b. Implantation of permanent pacemakers, antitachycardia and defibrillator devices, and similar newly developed
devices.

c. Reconstructive cardiovascular surgery employing exogenous grafting material.

d. Vascular reconstruction, after a period of 90 days trial of duty when medically advisable, that results in the
individual’s inability to perform satisfactory duty. The policies for trial of duty, profiling, and referral to an MEB and a
PEB (as outlined in para 3-25) apply.

e. Coronary artery revascularization, with the option of a 120-day trial of duty based upon physician recommenda-
tion when the individual is asymptomatic, without objective evidence of myocardial ischemia, and when other
functional assessment (such as exercise testing and newly developed techniques) indicates that it is medically advisable.
Any individual undergoing median sternotomy for surgery will be restricted from lifting 25 pounds or more, perform-
ing pullups and pushups, or as otherwise prescribed by a physician for a period of 90 days from the date of surgery on
DA Form 3349 (Physical Profile). The policies for trial of duty, profiling, and referral to an MEB and a PEB (as
outlined in para 3-25) apply.

f. Heart or heart-lung transplantation.

g. Coronary or valvular angioplasty procedures, with the option of a 180-day trial of duty based upon physician
recommendation when the individual is asymptomatic, without objective evidence of myocardial ischemia, and when
other functional assessment (such as cardiac catheterization, exercise testing, and newly developed techniques) indi-
cates that it is medically advisable. The policies for trial of duty, profiling, and referral to an MEB and a PEB (as
outlined in para 3-25) apply.

h. Cardiac arrhythmia ablation procedures, with the option of a 180-day trial of duty based upon physician
recommendation when asymptomatic, and no evidence of any unfitting arrhythmia as noted in paragraph 3-21. The
policies for trial of duty, MEB, and physical profile (as outlined in para 3-25) apply.

i. Congenital heart disease with surgical or percutaneous repair procedures, with the option of a 180-day trial of duty
based upon physician recommendations when the individual is asymptomatic and when other functional assessment
procedures indicate it is advisable. The policies for trial of duty and referral to an MEB are outlined in paragraph 3-25.

3-25. Trial of duty and profiling for cardiovascular conditions

a. Trial of duty will be based upon a cardiologist’s recommendation when the individual is asymptomatic without
objective evidence of myocardial ischemia, and when other functional assessments (such as coronary angiography,
exercise testing, and newly developed techniques) indicate it is medically advisable.

b. Prior to commencing the trial of duty period, an evaluation will be accomplished in all cases and a physical
activity prescription on DA Form 3349 will be provided by the cardiologist. The results of the trial of duty will include
the individual’s interim history, present condition, prognosis, and the final recommendations. If the Soldier successfully
completes the trial of duty, is considered a New York Heart Association Functional Class I, AND there are no physical
or assignment restrictions, the Soldier may be returned to duty without referral to a MEB. If the Soldier has any
physical restrictions after the trial of duty; he/she should be referred to an MEB. In addition to the documented results
of the trial of duty, a detailed report from the commander or supervisor clearly describing the individual’s ability to
accomplish assigned duties and to perform physical activity will be incorporated into the MEB record. The results of
the MEB and an updated DA Form 3349 will then be forwarded to a PEB if the Soldier does not met medical retention
standards. For RC Soldiers not on active duty, the trial of duty may consider performance in the Soldier’s civilian
position, as well as any military duty that may have been performed in the interim.
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¢. The following profile guidelines supplement chapter 7. Individuals recommended for a trial of duty will be given
a temporary P-3 profile with specific written limitations and instructions for physical and cardiovascular rehabilitation
on DA Form 3349. If the Soldier later is referred to a MEB, the completed MEB will include a permanent numerical
designator in the “P” factor of the physical profile that is based on functional assessment as follows:

(1) Numerical designator “1.” Individuals who are asymptomatic, without objective evidence of myocardial ischemia
or other cardiovascular functional abnormality (New York Heart Association Functional Class I).

(2) Numerical designator “2.” Individuals with minor physical activity limitations or who require frequent medical
follow-up.

(3) Numerical Designator “3.” Individuals who are asymptomatic but with objective evidence of myocardial is-
chemia or other cardiovascular functional abnormality. Those requiring assignment limitations.

(4) Numerical designator “4.” Individuals who are symptomatic (New York Heart Association Functional Class Il or
WOrse).

3-26. Tuberculosis, pulmonary
The causes for referral to an MEB for pulmonary tuberculosis:

a. If an expiration of service will occur before completion of the period of hospitalization. (Career Soldiers who
express a desire to reenlist after treatment may extend their enlistment to cover the period of hospitalization.)

b. When a member of the USAR or ARNG/ARNGUS not on active duty has active disease that will probably
require treatment for more than 12 to 15 months including an appropriate period of convalescence before he or she can
perform full-time military duty. Individuals who are retained in the USAR or ARNG/ARNGUS while undergoing
treatment may not be called or ordered to active duty (including mobilization), ADT, or inactive duty training (IDT)
during the period of treatment and convalescence.

3-27. Miscellaneous respiratory disorders
The causes for referral to an MEB are as follows:

a. Asthma. This includes reactive airway disease, exercise-induced bronchospasm, asthmatic bronchospasm, or
asthmatic bronchitis within the criteria outlined in paragraphs (1) through (4), below.

(1) Definitions/diagnostic criteria are as follows.

(a) Asthma is a clinical syndrome characterized by cough, wheeze, or dyspnea and physiologic evidence of
reversible airflow obstruction or airway hyperactivity that persists over a prolonged period of time (generally more than
6 to 12 months).

(b) Reversible airflow obstruction is defined as more than 12 percent increase in forced expiratory volume in 1
second (FEVI) following the administration of an inhaled bronchodilator or prolonged corticosteroid therapy.

(c) Increased bronchial responsiveness is the presence of an exaggerated decrease in airflow induced by a standard
bronchoprovocation challenge such as methacholine inhalation (PD20 FEV1 less than or equal to 4mg/ml). Demonstra-
tion of exercise induced bronchospasm (12 percent decline in FEV1) is also diagnostic of increased bronchial
responsiveness; however, failure to induce bronchospasm with exercise does not rule out the diagnosis of asthma.
Bronchoprovacation or exercise testing should be performed by a credentialed provider privileged to perform the
procedures.

(d) If at the end of that period, the Soldier is unable to perform all military training and duty as cited below, the
Soldier will be referred to MEB.

(e) Acute, self limited, reversible airflow obstruction and airway hyperactivity can be caused by upper respiratory
infections and inhalation of irritant gases or pollutants. This should not be permanently diagnosed as asthma unless
significant symptoms or airflow abnormalities persist for more than 12 months.

(2) Chronic asthma is cause for a permanent P-3 or P-4 profile and MEB referral if it—

(a) Results in repetitive hospitalizations, repetitive emergency room visits or excessive time lost from duty.

(b) Requires repetitive use of oral corticosteroids to enable the Soldier to perform all military training and duties.

(c) Results in inability to run outdoors at a pace that meets the standards for the timed 2-mile run despite
medications. (The P-3 for the inability to perform the run refers to the inability due to asthma and should not be
confused with giving an L2 or L3 based on an underlying orthopedic condition that requires an alternate Army Physical
Fitness Test (APFT).)

(d) Prevents the Soldier from wearing a protective mask.

(3) All Soldiers meeting an MEB for asthma should receive a consultation from an internist, pulmonologist, or
allergist.

(4) Chronic asthma meets retention standards, but is a cause for a permanent P-2 profile if it—

(a) Requires regular medications including low dose inhaled corticosteroids and/or oral or inhaled bronchodilators;
but

(b) Does not prevent the Soldier from otherwise performing all military training and duties including the 2 mile run
within time standards.
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(5) Soldiers with a diagnosis of asthma who require no medications or activity limitations require no profiling
action.

b. Atelectasis, or massive collapse of the lung. Moderately symptomatic with paroxysmal cough at frequent intervals
throughout the day or with moderate emphysema or with residuals or complications that require repeated
hospitalization.

¢. Bronchiectasis or bronchiolectasis. Cylindrical or saccular type that is moderately symptomatic, with paroxysmal
cough at frequent intervals throughout the day or with moderate emphysema with a moderate amount of bronchiectatic
sputum or with recurrent pneumonia or with residuals or complications that require repeated hospitalization.

d. Bronchitis. Chronic, severe, persistent cough, with considerable expectoration or with dyspnea at rest or on slight
exertion or with residuals or complications that require repeated hospitalization.

e. Cystic disease of the lung, congenital disease involving more than one lobe of a lung.

f. Diaphragm, congenital defect. Symptomatic.

g. Hemopneumothorax, hemothorax, or pyopneumothorax. More than moderate pleuritic residuals with persistent
underweight or marked restriction of respiratory excursions and chest deformity or marked weakness and fatigue on
slight exertion.

h. Histoplasmosis. Chronic and not responding to treatment.

i. Pleurisy, chronic, or pleural adhesions. Severe dyspnea or pain on mild exertion associated with definite evidence
of pleural adhesions and demonstrable moderate reduction of pulmonary function.

j- Pneumothorax, spontaneous. Recurrent episodes of pneumothorax not corrected by surgery or pleural sclerosis.

k. Pneumoconiosis. Severe, with dyspnea on mild exertion.

|. Pulmonary calcification. Multiple calcifications associated with significant respiratory embarrassment or active
disease not responsive to treatment.

m. Pulmonary emphysema. Marked emphysema with dyspnea on mild exertion and demonstrable moderate reduc-
tion in pulmonary function.

n. Pulmonary fibrosis. Linear fibrosis or fibrocalcific residuals of such a degree as to cause dyspnea on mild
exertion and demonstrable moderate reduction in pulmonary function.

0. Pulmonary sarcoidosis. If not responding to therapy and complicated by demonstrable moderate reduction in
pulmonary function.

p. Senosis, bronchus. Severe stenosis associated with repeated attacks of bronchopulmonary infections requiring
hospitalization of such frequency as to interfere with the satisfactory performance of duty.

3-28. Surgery of the lungs
The cause for referral to an MEB is a complete lobectomy, if pulmonary function (ventilatory tests) is impaired to a
moderate degree or more.

3-29. Mouth, esophagus, nose, pharynx, larynx, and trachea
The causes for referral to an MEB are as follows:

a. Esophagus.

(1) Achalasia, unless controlled by medical therapy.

(2) Esophagitis, persistent and severe.

(3) Diverticulum of the esophagus of such a degree as to cause frequent regurgitation, obstruction, and weight loss
that does not respond to treatment.

(4) Stricture of the esophagus of such a degree as to almost restrict diet to liquids, require frequent dilatation and
hospitalization, and cause difficulty in maintaining weight and nutrition.

b. Larynx.

(1) Paralysis of the larynx characterized by bilateral vocal cord paralysis seriously interfering with speech and
adequate airway.

(2) Stenosis of the larynx of a degree causing respiratory embarrassment upon more than minimal exertion.

c. Obstructive edema of glottis. If chronic, not amenable to treatment, and requires a tracheotomy.

d. Rhinitis. Atrophic rhinitis characterized by bilateral atrophy of nasal mucous membrane with severe crusting,
concomitant severe headaches, and foul, fetid odor.

e. Snusitis. Severe, chronic sinusitis that is suppurative, complicated by chronic or recurrent polyps, and that does
not respond to treatment.

f. Anosmia. Permanent.

g. Trachea. Stenosis of the trachea.

3-30. Neurological disorders
The causes for referral to an MEB are as follows:
a. Amyotrophic lateral sclerosis and all other forms of progressive neurogenic muscular atrophy.
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b. All primary muscle disorders including facioscapulohumeral dystrophy, limb girdle dystrophy, and myotonic
dystrophy characterized by progressive weakness and atrophy.

c. Myasthenia gravis unless clinically restricted to the extraocular muscles.

d. Progressive degenerative disorders of the basal ganglia and cerebellum including Parkinson’s disease, Hun-
tington’s chorea, hepatolenticular degeneration, and variants of Friedreich’s ataxia.

e. Multiple sclerosis, optic neuritis, transverse myelitis, and similar demyelinating disorders.

f. Stroke, including both the effects of ischemia and hemorrhage, when residuals affect performance.

g. Migraine, tension, or cluster headaches, when manifested by frequent incapacitating attacks. All such Soldiers
will be referred to a neurologist, who will ascertain the cause of the headaches. If the neurologist feels a trial of
prophylactic medicine is warranted, a 3-month trial of therapy can be initiated. If the headaches are not adequately
controlled at the end of the 3 months, the Soldier will undergo an MEB for referral to a PEB. If the neurologist feels
the Soldier is unlikely to respond to therapy, the Soldier can be referred directly to MEB.

h. Narcolepsy, sleepwalking, or similar sleep disorders. (See para 3-41.) The evaluation and treatment of these
diagnoses by a neurologist or other sleep specialist should be routinely sufficient.

i. Seizure disorders and epilepsy. Seizures by themselves are not disqualifying unless they are manifestations of
epilepsy. However, they may be considered along with other disabilities in judging fitness. In general, epilepsy is
disqualifying unless the Soldier can be maintained free of clinical seizures of all types by nontoxic doses of
medications. The following guidance applies when determining whether a Soldier will be referred to an MEB.

(1) All active duty Soldiers with suspected epilepsy must be evaluated by a neurologist who will determine whether
epilepsy exists and whether the Soldier should be given a trial of therapy on active duty or referred directly to an MEB
for referral to a PEB. In making the determination, the neurologist may consider the underlying cause, EEG findings,
type of seizure, duration of epilepsy, Family history, Soldier’s likelihood of compliance with therapeutic program,
absence of substance abuse, or any other clinical factor influencing the probability of control or the Soldier’s ability to
perform duty during the trial of treatment.

(2) If a trial of duty on treatment is elected by the neurologist, the Soldier will be given a temporary P-3 profile
with as few restrictions as possible.

(3) Once the Soldier has been seizure free for 1 year, the profile may be reduced to a P-2 profile with restrictions
specifying no assignment to an area where medical treatment is not available.

(4) If seizures recur beyond 6 months after the initiation of treatment, the Soldier will be referred to an MEB.

(5) Should seizures recur during a later attempt to withdraw medications or during transient illness, referral to a PEB
is at the discretion of the physician or MEB.

(6) If the Soldier has remained seizure free for 36 months, they may be removed from profile restrictions.

(7) Recurrent pseudoseizures are most commonly seen in the presence of epilepsy. As such, they do not meet the
standard under the same rules as epilepsy. While each case may be individualized, their evaluation by a neurologist
should be routinely sufficient.

j. Any other neurologic conditions, Traumatic Brain Injury (TBI) or other etiology, when after adequate treatment
there remains residual symptoms and impairments such as persistent severe headaches, uncontrolled seizures, weak-
ness, paralysis, or atrophy of important muscle groups, deformity, uncoordination, tremor, pain, or sensory disturbance,
alteration of consciousness, speech, personality, or mental function of such a degree as to significantly interfere with
performance of duty.

Note. Diagnostic concepts and terms used in paragraphs 3-31 through 3-37 are in consonance with the Diagnostic and Statistical
Manual of Mental Disorders, Fourth Edition (DSM-IV). The minimum psychiatric evaluation will include Axis I, Il, and III.

3-31. Disorders with psychotic features
The causes for referral to an MEB are as follows:

a. Diagnosed psychiatric conditions that fail to respond to treatment or restore the Soldier to full function within 1
year of onset of treatment.

b. Mental disorders not secondary to intoxication, infections, toxic, or other organic causes, with gross impairment
in reality testing, resulting in interference with social adjustment or with duty performance.

3-32. Mood disorders

The causes for referral to an MEB are as follows:
a. Persistence or recurrence of symptoms sufficient to require extended or recurrent hospitalization; or
b. Persistence or recurrence of symptoms necessitating limitations of duty or duty in protected environment; or
c. Persistence or recurrence of symptoms resulting in interference with effective military performance.

3-33. Anxiety, somatoform, or dissociative disorders
The causes for referral to an MEB are as follows:
a. Persistence or recurrence of symptoms sufficient to require extended or recurrent hospitalization; or
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b. Persistence or recurrence of symptoms necessitating limitations of duty or duty in protected environment; or
c. Persistence or recurrence of symptoms resulting in interference with effective military performance.

3-34. Dementia and other cognitive disorders due to general medical condition
The causes for referral to an MEB include persistence of symptoms or associated personality change sufficient to
interfere with the performance of duty or social adjustment.

3-35. Personality, psychosexual conditions, transsexual, gender identity, exhibitionism,
transvestism, voyeurism, other paraphilias, or factitious disorders; disorders of impulse control not
elsewhere classified

a. A history of, or current manifestations of, personality disorders, disorders of impulse control not elsewhere
classified, transvestism, voyeurism, other paraphilias, or factitious disorders, psychosexual conditions, transsexual,
gender identity disorder to include major abnormalities or defects of the genitalia such as change of sex or a current
attempt to change sex, hermaphroditism, pseudohermaphroditism, or pure gonadal dysgenesis or dysfunctional residuals
from surgical correction of these conditions render an individual administratively unfit.

b. These conditions render an individual administratively unfit rather than unfit because of physical illness or
medical disability. These conditions will be dealt with through administrative channels, including AR 135-175, AR
135-178, AR 635-200, or AR 600-8-24.

3-36. Adjustment disorders

Situational maladjustments due to acute or chronic situational stress do not render an individual unfit because of
physical disability, but may be the basis for administrative separation if recurrent and causing interference with military
duty.

3-37. Eating disorders
The causes for referral to an MEB are eating disorders that are unresponsive to treatment or that interfere with the
satisfactory performance of duty.

3-38. Skin and cellular tissues
The causes for referral to an MEB are as follows:

a. Acne. Severe, unresponsive to treatment, and interfering with the satisfactory performance of duty or wearing of
the uniform or other military equipment.

b. Atopic dermatitis. More than moderate, unresponsive to treatment, and which interferes with the Soldier’s
performance of duty.

c. Amyloidosis. Generalized.

d. Cysts and tumors. (See paras 3-42 and 3-43.)

e. Dermatitis herpetiformis. Not responsive to therapy.

f. Dermatomyositis.

g. Dermographism. Interfering with the performance of duty.

h. Eczema, chronic. Regardless of type, when there is more than minimal involvement and the condition is
unresponsive to treatment and interferes with the satisfactory performance of duty.

i. Elephantiasis or chronic lymphedema. Not responsive to treatment.

j- Epidermolysis bullosa.

k. Erythema multiforme. More than moderate and recurrent or chronic.

|. Exfoliative dermatitis. Chronic.

m. Fungal infections, superficial. If not responsive to therapy and interfering with the satisfactory performance of
duty.

n. Hidradenitis suppurative and/or folliculitis decalvans (dissecting cellulitis of the scalp). If unresponsive to
treatment and interferes with the satisfactory performance of duty.

0. Hyperhidrosis. On the hands or feet, when severe or complicated by a dermatitis or infection, either fungal or
bacterial and not amenable to treatment.

p. Leukemia cutis or mycosis fungoides or cutaneous T—Cell lymphoma. (See also para 3-42.)

g. Lichen planus. Generalized and not responsive to treatment.

r. Lupus erythematosus. Cutaneous or mucous membranes involvement that is unresponsive to therapy and interferes
with the satisfactory performance of duty.

s. Neurofibromatosis. When interfering with the satisfactory performance of duty.

t. Panniculitis. Relapsing, febrile, nodular.

u. Parapsoriasis. Extensive and not controlled by treatment.
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v. Pemphigus. Not responsive to treatment and with moderate constitutional or systemic symptoms, or interfering
with the satisfactory performance of duty.

w. Psoriasis. Extensive and not controllable by treatment.

X. Radiodermatitis. If resulting in malignant degeneration at a site not amenable to treatment.

y. Scars and keloids. So extensive or adherent that they seriously interfere with the function of an extremity or
interfere with the performance of duty.

z. Xleroderma. Generalized or of the linear type that seriously interferes with the function of an extremity.

aa. Tuberculosis of the skin. (See paragraph 3-40.)

ab. Ulcers of the skin. Not responsive to treatment after an appropriate period of time if interfering with the
satisfactory performance of duty.

ac. Urticaria/Angioedema. Chronic, severe, and not responsive to treatment.

ad. Xanthoma. Regardless of type, but only when interfering with the satisfactory performance of duty.

ae. Intractable plantar keratosis, chronic. Requires frequent medical/surgical care or that interferes with the satisfac-
tory performance of duty.

af. Other skin disorders. If chronic or of a nature that requires frequent medical care, or interferes with the
satisfactory performance of military duty.

3-39. Spine, scapulae, ribs, and sacroiliac joints
The causes for referral to an MEB are as follows (see also para 3-14):

a. Didlocation. Congenital, of hip.

b. Sina bifida. Demonstrable signs and moderate symptoms of root or cord involvement.

¢. Spondylolysis or spondylolisthesis. More than mild symptoms resulting in repeated outpatient visits, or repeated
hospitalization or limitations effecting performance of duty.

d. Coxa vara. More than moderate with pain, deformity, and arthritic changes.

e. Herniation of nucleus pulposus. More than mild symptoms following appropriate treatment or remedial measures,
with sufficient objective findings to demonstrate interference with the satisfactory performance of duty.

f. Kyphosis. More than moderate, interfering with military duties.

g. Scoliosis. Severe deformity with over 2 inches deviation of tips of spinous process from the midline, or of lesser
degree if recurrently symptomatic and interfering with military duties.

h. Nonradicular pain involving the cervical, thoracic, lumbosacral, or coccygeal spine, whether idiopathic or
secondary to degenerative disc or joint disease, that fails to respond to adequate conservative treatment and necessi-
tates significant limitation of physical activity. Range of motion (ROM) measurements should be obtained using a
goniometer (a bubble goniometer/inclometer is also acceptable). SF Form 527 should be used to document the ROM
and the method of measurement. Use the VA'’s instructions for completion of spine and joint evaluations. This includes
the six measurements shown on VASRD Plate V ROM of cervical and thoracolumbar spine.

3-40. Systemic diseases
The causes for referral to an MEB are as follows:

a. Amyloidosis.

b. Brucellosis. Chronic with substantiated, recurring febrile episodes, severe fatigue, lassitude, depression, or general
malaise.

c. Leprosy. Any type that seriously interferes with performance of duty or is not completely responsive to appropri-
ate treatment.

d. Myasthenia gravis.

e. Mycosis, Blastomycosis, Coccidioidomycosis, and Histoplasmosis. Active, not responsive to therapy or requiring
prolonged treatment, or when complicated by residuals that themselves are unfitting.

f. Porphyria, cutanea tarda.

g. Sarcoidosis. Progressive with severe or multiple organ involvement and not responsive to therapy.

h. Tuberculosis.

(1) Meningitis, tuberculous.

(2) Pulmonary tuberculosis (see para 3-26), tuberculous empyema, and tuberculous pleurisy.

(3) Tuberculosis of the male genitalia. Involvement of the prostate or seminal vesicles and other instances not
corrected by surgical excision, or when residuals are more than minimal, or are symptomatic.

(4) Tuberculosis of the female genitalia.

(5) Tuberculosis of the kidney.

(6) Tuberculosis of the larynx.

(7) Tuberculosis of the lymph nodes, skin, bone, joints, eyes, intestines, and peritoneum or mesentery. These will be
evaluated on an individual basis, considering the associated involvement, residuals, and complications.
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i. Rheumatoid arthritis. That interferes with successful performance of duty or requires geographic assignment
limitations or requires medication for control that requires frequent monitoring by a physician due to debilitating or
serious side effects.

j- Spondyloarthropathies. Chronic or recurring episodes of arthritis causing functional impairment interfering with
successful performance of duty supported by objective, subjective, and radiographic findings, or requires medication
for control that requires frequent monitoring by a physician due to debilitating or serious side effects.

(1) Ankylosingpondylitis.

(2) Reiter’s syndrome.

(3) Psoriatic arthritis.

(4) Arthritis associated with inflammatory bowel disease.

(5) Whipple’s disease.

k. Systemic lupus erythematosus. That interferes with successful performance of duty or requires geographic assign-
ment limitations or requires medication for control that requires frequent monitoring by a physician due to debilitating
or serious side effects.

I. Jogren's syndrome. When chronic, more than mildly symptomatic and resistant to treatment after a reasonable
period of time.

m. Progressive systemic sclerosis. Diffuse and limited disease that interferes with successful performance of duty, or
requires geographic assignment limitations, or requires medication for control that requires frequent monitoring by a
physician due to debilitating, or serious side effects.

n. Myopathy. To include inflammatory, metabolic or inherited, that interferes with successful performance of duty or
requires geographic assignment limitations or requires medication for control that requires frequent monitoring by a
physician due to debilitating or serious side effects.

0. Systemic vasculitis. Involving major organ systems, chronic, that interferes with successful performance of duty,
or requires geographic assignment limitations, or requires medication for control that requires frequent monitoring by a
physician due to debilitating, or serious side effects.

p. Hypersensitivity angiitis. When chronic or having recurring episodes that are more than mildly symptomatic or
show definite evidence of functional impairment which is resistant to treatment after a reasonable period of time.

g. Behcet's syndrome. That interferes with successful performance of duty or requires geographic assignment
limitations or requires medication for control that requires frequent monitoring by a physician due to debilitating or
serious side effects.

r. Adult onset Still’s disease. That interferes with successful performance of duty or requires geographic assignment
limitations or requires medication for control that requires frequent monitoring by a physician due to debilitating or
serious side effects.

t. Mixed connective tissue disease and other overlap syndromes. That interfere with successful performance of duty
or require geographic assignment limitations or require medication for control that requires frequent monitoring by a
physician due to debilitating or serious side effects.

u. Exertional rhabdomyolysis. The diagnosis of exertional rhabdomyolysis, defined as severe exercise-induced
muscle pain resulting from repetitive exercise with an elevation of serum creatine kinase (CK) generally at least 5
times the upper limit of the lab normal range or urine myoglobin, will be referred to a MEB if the Soldier has—

(1) Recurrent episodes of exertional rhabdomyolysis; or

(2) A single episode with severe systemic complications (for example, compartment syndrome); or

(3) A single episode results in physical complications that interfere with successful performance of duty.

(4) Soldiers with any of the following symptoms 2 weeks after experiencing an episode of exertional rhabdomyolyis
should be referred to the appropriate specialist for consideration of referral to an MEB:

(a) Persistent residual kidney injury; or

(b) Persistent elevation of serum CK 5 times the upper limit of the lab normal range or delayed clinical recovery; or

(c) A history of sickle cell trait.

(5) The Uniformed Services University Consortium for Health and Military Performance (CHAMP) (http://champ.
usuhs.mil) is available electronically to assist in clinical consultation at champ@usuhs.mil. In addition, a Clinical
Practice Guideline in the Management of Exertional Rhabdomyolysis in Soldiers is available at: http://champ.usuhs.mil/
chclinicaltools.html.

v. Any chronic or recurrent systemic inflammatory disease or arthritis not listed above. That interferes with
successful performance of duty or requires geographic assignment limitations, or requires medication for control that
requires frequent monitoring by a physician due to debilitating or serious side effects.

3-41. General and miscellaneous conditions and defects
The causes for referral to an MEB are as follows:
a. Allergic manifestations.
(1) Allergic rhinitis, chronic, severe, and not responsive to treatment. (See also paras 3-29d and 3-29e)
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(2) Asthma. (See para 3-27a.)

(3) Allergic dermatoses. (See para 3-38.)

b. Cold injury/heat injury. (See paras 3-45 and 3-46.)

c. Seep apnea. Obstructive sleep apnea or sleep-disordered breathing that causes daytime hypersomnolence or
snoring that interferes with the sleep of others and that cannot be corrected with medical therapy, nasal continuous
positive airway pressure (CPAP), surgery, or an oral appliance. The diagnosis must be based upon a nocturnal
polysomnogram and the evaluation of a pulmonologist, neurologist, or a privileged provider with expertise in sleep
medicine.

(1) A 12-month trial of therapy with nasal continuous positive air pressure may be attempted to assist with other
therapeutic interventions, during which time the individual will be issued a temporary profile. Soldiers with severe
sleep apnea and/or symptoms may be referred directly for an MEB. If nasal CPAP is required for longer than 12
months, the Soldiers should be profiled as a permanent P2.

(2) If symptoms of hypersomnolence or snoring can not be controlled with medical therapy, nasal CPAP, surgery or
an oral appliance, the individual should be referred for a MEB. If the use of nasal CPAP or other therapies for sleep
apneas result in interference with satisfactory performance of duty as substantiated by the individual’s commander or
supervisor, the Soldier should be referred to a MEB.

d. Fibromyalgia. When severe enough to prevent successful performance of duty. Diagnosis will include evaluation
by a rheumatologist.

e. Miscellaneous conditions and defects. Conditions and defects not mentioned elsewhere in this chapter are causes
for referral to an MEB, if—

(1) The conditions (individually or in combination) result in interference with satisfactory performance of duty as
substantiated by the individual’s commander or supervisor. Any medical condition, injury or defect (individually or in
combination) that prevents the Soldier from performing any of the functional activities listed under item number 5 on
DA Form 3349 (Physical Profile).

(2) The individual’s health or well-being would be compromised if they were to remain in the military service.

(3) In view of the Soldier’s condition, their retention in the military service would prejudice the best interests of the
Government (for example, a carrier of communicable disease who poses a health threat to others). Questionable cases,
including those involving latent impairment, will be referred to PEBs.

3—42. Malighant neoplasms
The causes for referral to an MEB are as follows:

a. Malignant neoplasms that are unresponsive to therapy, or when the residuals of treatment are in themselves
unfitting under other provisions of this chapter.

b. Neoplastic conditions of the lymphoid and blood-forming tissues that are unresponsive to therapy, or when the
residuals of treatment are in themselves unfitting under other provisions of this chapter.

c. Malignant neoplasms, when on evaluation for administrative separation or retirement, the observation period
subsequent to treatment is deemed inadequate in accordance with accepted medical principles.

d. The above definitions of malignancy or malignant disease exclude basal cell carcinoma of the skin.

3-43. Benign neoplasms
The causes for referral to an MEB are as follows:
a. Benign tumors if their condition precludes the satisfactory performance of military duty.
b. Ganglioneuroma.
c. Meningeal fibroblastoma, when the brain is involved.
d. Pigmented villonodular synovitis when severe enough to prevent successful performance of duty.

3-44. Sexually transmitted diseases
The causes for referral to an MEB are as follows:

a. Symptomatic neurosyphilis in any form.

b. Complications or residuals of a sexually transmitted disease of such chronicity or degree that the individual is
incapable of performing useful duty.

3-45. Exertional heat illness
General. Exertional heat illness represents a continuum in severity, and includes heat exhaustion, heat injury, and heat
stroke. Heat stroke should be the working diagnosis for any Soldier with profound altered mental status. Final
diagnosis should be delayed until the entire clinical picture is evident. The causes for referral to an MEB are as
follows:

a. Heat exhaustion (HE) is defined as a syndrome of hyperthermia (core temperature at time of event usually <40°C
or 104°F) with physical collapse or debilitation occurring during or immediately following exertion in the heat, with no
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more than minor central nervous system (CNS) dysfunction (such as headache, dizziness). HE resolves rapidly with
minimal cooling intervention.

(1) Individual episodes of HE are not cause for referral to a MEB. However, Soldiers who experience three episodes
of HE in less than 24 months, require referral to an MEB.

(2) Soldiers diagnosed with HE are individually profiled as determined by the treating privileged provider. Soldiers
with HE pending referral to a MEB will be profiled using guidance provided in table 3-2.

b. Heat injury (HI) is defined as HE with clinical evidence of organ (for example, liver, renal, stomach) and/or
muscle (for example, rhabdomyolysis) damage without sufficient neurological symptoms to be diagnosed as heat
stroke.

(1) Single episodes of HI are not cause for an immediate referral to a MEB. However, Soldiers who experience
three episodes of HI in less than 24 months or a single episode with severe complications (for example, compartment
syndrome) of such a nature that the complications interfere with successful performance of duty, require referral to a
MEB. Soldiers demonstrating any of the following complications, despite two weeks of rest, should be referred to the
appropriate medical specialist for consideration of referral to a MEB: persistent residual kidney injury; persistent
elevation of serum creatine kinase (CK) more than 5 times the upper limit of the lab normal range or persistent
elevation of transaminases more than three times the upper limit of the lab normal range.

(2) All Soldiers diagnosed with HI will be placed on a temporary profile, numerical designator 4 in the PULHES
physical capacity factor P, (T4-(P)), for a period of 1 week. After the 1-week period, the Soldier will be reevaluated
and individually profiled as determined by the treating privileged provider. Soldiers diagnosed with HI and pending
referral to a MEB will be profiled using guidance provided in table 3-2.

c. Heat stroke (HS) is defined as a syndrome of hyperthermia (core temperature at time of event usually > 40°C or
104°F), physical collapse or debilitation, and encephalopathy as evidenced by delirium, stupor, or coma, occurring
during or immediately following exertion or significant heat exposure. The HS can be complicated by organ and/or
tissue damage, systemic inflammatory activation, and disseminated intravascular coagulation.

(1) Following an episode of HS, the Soldier will be placed on a T4-(P) profile for a period of 2 weeks. After the 2-
week period, the Soldier will be reevaluated weekly for the need of a continuing profile and/or referral to a MEB. This
reevaluation will include an assessment for the presence or absence of physical damage and/or complications and any
contributing risk factor(s) that may have increased the Soldier’s inability to tolerate the heat exposure. For profile
guidance, see table 3-2.

(2) During the reevaluation period, the Soldier will be classified into one of the following three categories: HS
without sequelae demonstrated by all clinical signs and symptoms resolved by 2 weeks following the heat exposure
event; HS with sequelae to include any evidence of cognitive or behavioral dysfunction, renal impairment, hepatic
dysfunction, rhabdomyolysis, or other related pathology that does not completely resolve by 2 weeks following the heat
exposure event; or complex HS that is recurrent, or occurring in the presence of a non-modifiable risk factor, either
known (for example, a chronic skin condition such as eczema or burn skin graft) or suspected (for example, sickle cell
trait or malignant hyperthermia susceptibility).

(3) Soldiers with complex HS require referral to a MEB. The Soldier’s provider should consider referring the
Soldier to a center with clinical expertise in heat illness for further evaluation.

d. Initial entry training Soldiers will not be separated based upon the diagnosis of one episode of HS with or without
complications, but will be placed into a Warrior Training and Rehabilitation Program (WTRP) (formally the Physical
Training and Rehabilitation Program (PTRR)) for the duration of their profile.

e. The Uniformed Services University Consortium for Health and Military Performance (CHAMP) (http://champ.
usuhs.mil) is available electronically to assist in clinical consultation at champ@usuhs.mil. The U.S. Army Research
Institute of Environmental Medicine (USARIEM) (www.usariem.army.mil ) and U.S. Army Center for Health Promo-
tion and Preventive Medicine (USACHPPM) (http://chppm-www.apgea.army.mil/) are subject matter experts in heat
physiology, acclimation and related operational issues, and offer valuable clinical and educational resources.

3-46. Cold injury
The causes for referral to an MEB are as follows:

a. Frostbite (freezing cold injury).

(1) The definition of frostbite is the consequence of freezing of tissue. First degree frostbite is manifested by
superficial injury without blistering. Second degree frosthite is manifested by superficial injury with clear blisters with
only epidermal tissue loss. Third degree and fourth degree frostbite are manifested by significant subepidermal tissue
loss.

(2) Soldiers with first degree frostbite after clinical healing will be given a permanent P-2 profile permitting the use
of extra cold weather protective clothing, including nonregulation items, to be worn under authorized outer garments.

(3) Soldiers with frostbite more than first degree will be given a P-3 profile, renewed as appropriate, for the
duration of the cold season restricting them from any exposure to temperatures below 0 degrees C (32 degrees F) and
from any activities limited by the remainder of the season. After the cold season, Soldiers will be reevaluated and, if
appropriate, given the P-2 profile described in (2), above.
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(4) Soldiers will be referred to an MEB for recurrent cold injury, recurrent or persistent cold sensitivity despite the

P-2 profile, vascular or neuropathic symptoms, or disability due to tissue lost from cold injury.
b. Trench foot (nonfreezing cold injury).

(1) The definition of trench foot is the consequence of prolonged cold immersion of an extremity. It is manifested

by maceration of tissue and neurovascular injury.
(2) Soldiers with residual symptoms or significant tissue loss after healing will be referred to an MEB.
c. Accidental hypothermia.

(1) The definition of accidental hypothermia is clinically significant depression of body temperature due to environ-

mental cold exposure.

(2) Soldiers with significant symptoms of cold intolerance or a recurrence of hypothermia after an episode of

accidental hypothermia will be referred to an MEB.

Table 3-1

Methods of assessing cardiovascular disability

Class New York Heart Association Canadian Cardiovascular Soci- | Specific activity scale (Goldstein | New York Heart Association
Functional Classification ety Functional Classification et al: Circulation 64:1227, 1981) | Functional Classification (Re-
vised)
I Patient with cardiac disease | Ordinary physical activity, Patients can perform to Cardiac status uncom-
but without resulting limita- | such as walking and climb- | completion any activity re- | promised.
tions of physical activity. Or- | ing, stairs, does not cause |quiring 7 metabolic equiva-
dinary physical activity does | angina. Angina with strenu- | lents: for example, can carry
not cause undue fatigue, ous or rapid or prolonged |24 Ibs up eight steps, carry
palpitations, dyspnea, or an- | exertion at work or recrea- | objects that weigh 80 Ibs,
ginal pain. tion. do outdoor work. (shovel
snow, spade soil), do
recreational activities (ski-
ing, basketball, handball,
jog, and walk 5 mph).
II. Patients with cardiac dis- Slight limitations of ordinary | Patient can perform to com- | Slightly compromised.
ease resulting in slight limi- | activity. Walking or climbing | pletion any activity requiring
tation of physical activity. stairs rapidly, walking uphill, | >5 metabolic equivalents,
They are comfortable at walking or stair climbing af- | but cannot and does not
rest. Ordinary physical ac- |ter meals, in cold, in wind, | perform to completion activi-
tivity results in fatigue, pal- | or when under emotional ties requiring metabolic
pitation, dyspnea, or anginal | stress, or only during the equivalents: for example,
pain few hours after awakening. | have sexual intercourse
Walking more than 2 blocks | without stopping, garden,
on the level and climbing rake, weed, roller skate,
more than one flight of ordi- | dance fox trot, walk at 4
nary stairs at a normal pace | mph on level ground.
and in normal conditions.
M. Patients with cardiac dis- Marked limitation of ordinary | Patient can perform to com- | Moderately compromised.
ease resulting in marked physical activity. Walking pletion any activity requiring
limitation of physical activity. | one to two blocks on the >2 metabolic equivalents
They are comfortable at level and climbing more but cannot and does not
rest. Less than ordinary than one flight in normal perform to completion activi-
physical activity causes fa- | conditions. ties requiring =5 metabolic
tigue, palpitation, dyspnea, equivalents: for example,
or anginal pain. shower without stopping,
strip and make bed, clean
windows, walk 2.5 mph,
bowl, play golf, dress with-
out stopping.
V. Patient with cardiac disease | Inability to carry on any Patient cannot or does not | Severely compromised.

resulting in inability to carry
on any physical activity
without discomfort. Symp-
toms of cardiac insufficiency
or of the anginal syndrome
may be present even at
rest. If any physical activity
is undertaken, discomfort is
increased.

physical activity without dis-
comfort—anginal syndrome
may be present at rest.

perform to completion activi-
ties requiring =2 metabolic
equivalents. Cannot carry
activities listed above (spec-
ify activity scale, Class IIl).

New York Heart Association Therapeutic Classification
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Table 3-1
Methods of assessing cardiovascular disability—Continued

Class New York Heart Association Canadian Cardiovascular Soci- | Specific activity scale (Goldstein | New York Heart Association
Functional Classification ety Functional Classification et al: Circulation 64:1227, 1981) | Functional Classification (Re-
vised)
Therapeutic Classification Revised classification (prog-
nosis)
Class A- Patients with cardiac disease whose physical activity need not be restricted Class |—Good.
Class B— Patients with cardiac disease whose ordinary activity need not be restricted, but who | Class Il—Good with therapy.
should be advised against severe or competitive physical efforts.
Class C- Patients with cardiac disease whose ordinary physical activity should be moderately re- | Class lll—Fair with therapy.
stricted, and whose more strenuous efforts should be discontinued.
Class D—- Patients with cardiac disease who should be at complete rest, confined to bed or chair. | Class IV—Guarded despite
therapy.

METS Equivalents (Required for PEB adjudication)

Class 1I=8 METS or greater
Class 11I=5-8 METS

Class IlI=3-5 METS

Class IV=Less than 3 METS

Table 3-2
Profile progression recommendations for the Soldier with heat stroke, with or without Sequelae, complex heat stroke, heat
exhaustion, or heat injury, pending a medical evaluation board

Profile code* | Restrictions** Heat stroke without Sequ- Heat stroke with Sequelae Complex heat stroke or heat
elae exhaustion/heat injury pending
MEB
T-4 (P) Complete duty restrictions. 2 weeks 2 week minimum, ad- 2 week minimum, advance
vance when clinically re- | when clinically resolved.
solved.
T-3 (P) Physical Training and running/walking/ | 1 month minimum 2 months minimum Pending MEB

swimming/bicycling at own pace and
distance not to exceed 60 min per day.
No maximal effort; no APFT; no wear
of IBA; no MOPP gear; no ruck march-
ing. No airborne operations (AO).

T-3 (P) Gradual acclimatization (TB Med 507). | 1 month minimum 2 months minimum®*** N/A
No maximal effort; no APFT; no MOPP
IV gear. IBA limited to static range par-
ticipation. May ruck march at own pace
and distance with no more than 30 Ibs.
Non tactical AO permitted.

T-2 (P) Continue gradual acclimatization. May | N/A Pending completion of 30 | N/A
participate in unit PT; CBRN training day heat exposure re-
with MOPP gear for up to 30 min; IBA quirement, if not accom-
on static and dynamic ranges for up to plished during prior pro-
45 min; no record APFT. Ruck march file***

at own pace and distance with no more
than 30 Ibs up to 2 hrs. Non-tactical
AO permitted.

*Temporary Profile; Physical Category P (PULHES).

**Soldiers manifesting no heat illness symptomatology or work intolerance after completion of profile restrictions can advance and re-
turn to duty without a MEB. Any evidence/manifestation of heat illness symptomatology during the period of the profile requires a MEB
referral.

***HS with Sequelae return to full duty requires a minimum period of heat exposure during environmental stress (Heat Category 2 dur-
ing the majority of included days).
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Chapter 4
Medical Fitness Standards for Flying Duty

4-1. General

a. In this regulation, the term “flying duty” is synonymous with “flight status” and “aviation service.” The term
“aircrew” or “aircrew member” applies to rated and non-rated personnel in aviation service, unmanned aerial systems
(UAS), and air traffic control. All provisions apply to the AA, USAR, and the ARNG/ARNGUS.

b. The aviation medicine consultant (AMC) to TSG will recommend to TSG a senior specialist in aerospace
medicine to be placed on orders for designation as the Director, U.S. Army Aeromedical Activity (USAAMA).
Responsibilities will include all administrative actions and medical fitness standards for flying duty for all active and
RC/NG Army aviators. The U.S. Army Aeromedical Activity is located at Building 301, Dustoff Street, Fort Rucker,
AL 36362-5333.

c. Provisions in this chapter are subject to NATO Standardization Agreement (STANAG) 3526, which applies to
allied nation aircrews serving with U.S. Forces or attending U.S. Army training programs, and to U.S. aircrews serving
with foreign forces (see Aeromedical Technical Bulletins (ATB), International Military Students for additional guid-
ance at: https://aamaweb.usaama.rucker.amedd.army.mil/).

d. This chapter lists medical conditions and physical defects that are causes for rejection in selection, training, and
retention of—

(1) Army aviators.

(2) DA civilian (DAC) pilots and contract civilian pilots who are employed by firms under contract to DA.

(3) Flight surgeons (FSs) (AOC 61N), aeromedical physician assistants (APAs) (AOC 65 DM3), and aviation
medicine nurse practitioners (AMNP) (AOC 66NP1). Aviation medical examiners (AME defined in para 6-9f) and
DAC/contract civilian FS/APA/AMNP are not required to meet these standards.

(4) Military, DAC, and DA contract air traffic controllers (ATCs).

(5) Individuals ordered by competent authority to participate in regular flights as nonrated aircrew and UAS
operators.

(6) Applicants for special flight training programs directed by DA or National Guard Bureau (NGB), such as Army
ROTC or USMA flight training programs.

(7) Aircrew of allied host nations or U.S. Government agencies other than DA who are flying Army aircraft, unless
superseded by agreements with that nation or agency.

e. A failure to meet medical standards for flying duties remains disqualifying for flying duties until reviewed by the
USAAMA. The USAAMA may recommend qualified, qualified with waiver, or medical suspension from aviation
service. The USAAMA issues Aeromedical Policy Letters (APLs) and ATBs that provide detailed recommendations
for specific, common disqualifications. Refer all questionable cases to the USAAMA, Fort Rucker, AL 36362-5333.

4-2. Classes of medical standards for flying and applicability
The classes of medical fitness standards for flying duties are as follows:

a. Class 1 (warrant officer candidate, commissioned officer or cadet) standards apply to—

(1) Applicants for aviator training. (See also AR 611-85 and AR 611-110.)

(2) Applicants for special flight training programs directed by DA or NGB, such as Army ROTC or USMA flight
training programs.

(3) Other non-U.S. Army personnel selected for training until the beginning of training at aircraft controls, or as
determined by Chief, Army Aviation Branch.

b. Class 2 standards apply to—

(1) Student aviators after beginning training at aircraft controls or as determined by Chief, Army Aviation Branch.

(2) Rated Army aviators (AR 600-105).

(3) The DAC pilots.

(4) Contractor pilots will have the option, as specified in the contract, of maintaining either a current annual Federal
Aviation Administration (FAA) Class 2 Medical Certificate or an Army Class 2 Flying Duty Medical Examination
(FDME). Army Aeromedical Surveillance is an integral part of Army Aviation Risk Management. Therefore, contrac-
tor aircrew who opt for the annual FAA certificates must submit a copy of the annual FAA certificate, with any
applicable Statement of Demonstrated Ability (SODA) or FAA waiver, to USAAMA and give permission to the FAA
to provide their medical information to the U.S. Army Aeromedical Activity in order to continue population-based
medical surveillance and ensure risks to flight safety are minimized. The aforementioned information will be mailed to
USAAMA (MCXY-AER), Building 301, Dustoff Street, Fort Rucker, AL 36362; or faxed to commercial 334-255-
7030 ext. 7060 (DSN 558); or scanned and e-mailed to aama@amedd.army.mil.

(5) Army aviators considered for return to aviation Service.

(6) When directed by DA or NGB under special procurement programs for initial Army aviation flight training,
selected senior career officers of the Army may be medically qualified under Army Class 2 medical standards.
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(7) Applicants to DA or NGB civilian-acquired aeronautical skills programs.

(8) Other non-U.S. Army personnel.

c. Class 2F/2P standards apply to—

(1) The FSs (AR 600-105); APAs and AMNPs (AR 600-106).

(2) Medical officers, medical students, nurse practitioners, and physician assistants applying for or enrolled in the
Army Flight Surgeon Primary Course.

d. Class 3 standards apply to non-rated crewmembers (AR 600-106). Soldiers and civilians ordered by a competent
authority to participate in regular flights in Army aircraft, but who do not operate aircraft flight controls. These include
crew chiefs, aviation maintenance technicians, aerial observers, gunners; unmanned aircraft system operators (UASO),
nonrated (AR 600-106) medical personnel selected for aeromedical training, such as flight medical aidmen, psycholo-
gists, and others (see para 4-32). Army civilian contractor non-rated crewmembers will have the option, similar to
paragraph 4-2b(4), of maintaining either an annual FAA Class 3 Medical Certificate or DA Form 4186, Medical
Recommendation for Flying Duty.

e. Class 4 standards apply to military ATCs. Civilian ATCs are required to meet Class IV OPM standards (see ATB,
ATC Civilian Standards, DAC, and contract).

4-3. Aeromedical consultation
Aeromedical administration is detailed in chapter 6. Questions pertaining to aeromedical consultation, policy, standards,
and administration should be directed to the USAAMA, Fort Rucker, AL 36362-5333.

4-4. Abdomen and gastrointestinal system
The causes for medical unfitness for flying duty Classes 1/2/2F/3/4 are the causes listed in paragraph 2-3, plus the
following:

a. Abdominal fistula or sinus.

b. Small and large intestine.

(1) History of bowel resection for any cause, with the exception of appendectomy.

(2) History of any procedures for the relief of intestinal obstruction, adhesions, or intussusception, with the
exception of uncomplicated pylorotomy or intussusception in childhood.

(3) History of functional bowel syndrome (irritable colon), megacolon, diverticulitis, diverticulosis with complica-
tions, regional enteritis (Crohn’s disease), ulcerative colitis, or proctitis.

¢. Hepato-pancreato-hiliary tract.

(1) Enlargement of the liver, except when the liver function tests are normal and the condition does not appear to be
caused by active disease.

(2) Cholelithiasis.

(3) Cholecystectomy until recovery is complete or history of sequelae to cholecystectomy listed in paragraph 2-3.

d. History of gastrointestinal bleeding. This excludes minor bleeding from hemorrhoids or acute rectal fissure. (See
APLs, Peptic Ulcer Disease.)

4-5. Blood and blood—forming tissue diseases
The causes of medical unfitness for flying duty Classes 1/2/2F/3/4 are the causes in paragraph 2—4, plus the following:
a. Anemia, of any etiology.
(1) Males with a hematocrit (HCT) less than 40 percent, or females with an HCT less than 37 percent; or
(2) If a complete hematologic evaluation results in the diagnosis of physiologic anemia, or anemia due to sickle cell
trait or beta thalassemia minor; males with a HCT less than 38 percent, or females with a HCT less than 35 percent.
(See APL, Hematocrit, and Hemoglobinopathies.)
b. History of immunodeficiency diseases. (See also para 2-35l.) Civilian employees are not disqualified based solely
on the presence of the HIV virus. (See AR 600-110 and ATB 2, Army Flight Surgeon’s Administrative Guide.)
c. History of splenectomy. For any reason, except trauma.
d. Thrombophlehitis.
(1) Acute, superficial thrombophlebitis until resolved.
(2) History of deep vein thrombophlebitis, thrombosis of any deep vessel, or thromboembolism.

4-6. Dental
The causes of medical unfitness for flying duty Classes 1/2/2F/3/4 are the causes in paragraph 2-5, plus the following:
a. Orthodontic appliances, if they interfere with effective oral communication, or pose a hazard to personal or flight
safety.
b. Dental Fitness Class 3 or 4, until the abnormalities or deficiencies have been corrected (see APL, Dental Fitness).
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4-7. Ears
The causes of medical unfitness for flying duty Classes 1/2/2F/3/4 are the causes in paragraph 2-6, plus the following:

a. Infection. Any infectious process of the ear until completely healed, except mild asymptomatic external otitis.

b. External ear.

(1) Deformities of the pinna that cause distractions or hearing loss while wearing protective headgear.

(2) History of post auricular fistula.

c. Middle ear.

(1) Barotitis media, until resolved.

(2) History of cholesteatoma.

(3) History of chronic or recurrent Eustachian tube dysfunction.

(4) Otosclerosis.

(5) History of simple, radical, or modified radical mastoidectomy.

(6) Any surgical procedure in the middle ear that includes fenestration of the oval window or horizontal semicircular
canal, any endolymphatic shunting procedure, stapedectomy, the use of any prosthesis or graft, or reconstruction of the
stapes.

(7) Tympanoplasty, until completely healed with acceptable hearing and motility, as documented by current
ear-nose-throat evaluation.

d. Inner ear.

(1) Abnormal labyrinthine function.

(2) History of perilymph fistula.

(3) Tinnitus, except when associated with high frequency hearing loss.

(4) History of vertigo, except physiologic vertigo induced by gravity forces, aircraft spins, or Baranay chair.

4-8. Hearing
The causes of medical unfitness for flying duty Classes 1/2/2F/3/4 is hearing loss in dB greater than shown in table
4-1. (See APL, Audiometric Evaluation.)

4-9. Endocrine and metabolic diseases
The causes of medical unfitness for flying duty Classes 1/2/2F/3/4 are the causes listed in paragraph 2-8, plus a history
of symptomatic hypoglycemia. (See APL, Diabetes and Glucose Intolerance.)

4-10. Extremities

The causes of medical unfitness for flying duty Classes 1/2/2F/3/4 are the causes in paragraphs 2-9, 2-10, 2-11, and
4-22, plus dimensions, loss of strength or endurance, or limitation in motion that compromises flying safety. Or-
thopedic hardware is disqualifying until reviewed by the USAAMA. (See APL, Retained Hardware.)

4-11. Eyes
The causes of medical unfitness for flying duty Classes 1/2/2F/3/4 are the causes in paragraph 2-12, plus the
following:

a. Lids and conjunctiva.

(1) Epiphora (chronic tearing).

(2) Trachoma, unless healed without cicatrices.

b. Cornea.

(1) Complications secondary to use of contact lenses or a history of orthokeratologic procedures to correct refractive
error may be disqualifying. Contact lens use requires annual followup. (See APL, Contact Lens Wear.)

(2) History of herpetic corneal ulcer or keratitis—acute, chronic, or recurrent.

(3) Pterygium that encroaches on the cornea more than 1 mm or is progressive, or for Classes 1, history of surgical
removal of a pterygium within the last 12 months.

c. History of ocular surgery to include refractive surgery and/or interocular lens implant. (See APL, Corneal
Refractive Surgery.)

d. Uveal tract.

(1) Coloboma of the choroid or iris.

(2) History of inflammation of the uveal tract, acute, chronic, or recurrent; including anterior uveitis, peripheral
uveitis or pars planitis, posteri or uveitis, or traumatic iritis.

e. Retina.

(1) History of central serous retinopathy.

(2) History of chorioretinitis, including evidence of presumed ocular histoplasmosis syndrome.

(3) History of retinal holes or tears.
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f. Optic nerve.

(1) Optic nerve drusen or hyaline bodies of the optic nerve.

(2) History of optic or retrobulbar neuritis.

g. Ocular motility.

(1) History of extraocular muscle surgery after age 4, or history of extraocular muscle surgery before age 4 with
other residual ocular abnormalities.

(2) Monofixation syndrome (microtropias).

h. Miscellaneous defects and diseases.

(1) Glaucoma as evidenced by applanation tension 30 mmHg or higher, or secondary changes in the optic disc or
visual field associated with glaucoma. (See APL, Glaucoma and Ocular Hypertension.)

(2) Intraocular hypertension as evidenced by two or more determinations of 22 mmHg or higher, or a persistent
difference of 4 or more mmHg tension between the two eyes, when confirmed by applanation tonometry. (See APL,
Glaucoma and Ocular Hypertension.)

(3) History of penetrating trauma to the eye or hyphema.

(4) History of ocular or acephalic migraine with visual disturbance.

4-12. Vision
The causes of medical unfitness for flying duty Classes 1/2/2F/3/4 are the following:

a. Class 1. Any disqualifying condition must be referred to optometry or ophthalmology for verification.

(1) Distant visual acuity. Uncorrected distant visual acuity worse than 20/50 in each eye. If the distant visual acuity
is 20/50 or better in either eye, each eye must be correctable to 20/20 with no more than 1 error per 5 presentations of
20/20 letters, in any combination, on either the Armed Forces Vision Tester (AFVT) or any projected Snellen chart set
at 20 feet. (See ATB, Distant Visual Acuity Testing and APL, Decreased Visual Acuity.)

(2) Near visual acuity. Uncorrected near visual acuity worse than 20/20 in each eye; with no more than 1 error per 5
presentations of 20/20 letters, in any combination, on the AFVT or any Snellen near visual acuity card. (See ATB,
Near Visual Acuity Testing and APL, Decreased Visual Acuity.)

(3) Cycloplegic refractive error using the method in ATB, Cycloplegic Refraction.

(a) Hyperopia greater than +3.00 diopters of sphere in any meridian by transposition in either eye. (Spherical
equivalent method does not apply.)

(b) Myopia greater than -1.50 diopters of sphere in any meridian by transposition in either eye. (Spherical
equivalent method does not apply.)

(c) Astigmatism greater than +/-1.00 diopter of cylinder in either eye.

(4) Ocular motility. (See ATB, Ocular Motility Testing; APL, Excessive Phorias; and APL, Convergence
Insufficiency.)

(@) Any degree of tropia detected in ocular motion on the Cover-Uncover Test (Unilateral Cover Test or Tropia
Test).

(b) Esophoria greater than 8 prism diopters.

(c) Exophoria greater than 8 prism diopters.

(d) Hyperphoria greater than 1 prism diopter.

(e) Near point of convergence (NPC) greater than 100 mm.

(5) Color vision. (See ATB, Color Vision Testing and APL, Color Vision Abnormalities.)

(@) Five or more errors in reading the 14 test plates of the Pseudoisochromatic Plate (PIP) Set; or

(b) Any error in reading the nine test light pairs of the Farnsworth Lantern (FALANT) or the OPTEC 900 Color
Vision Tester.

(6) Binocular depth perception (stereo acuity) worse than 40 seconds of arc. (See ATB, Depth Perception Testing
and APL, Defective Depth Perception.)

(@) Any error in Group B of the AFVT (40 seconds of arc); or

(b) Any error in levels 1 through 7 of the 10 levels of three circles each in the Random Dot (RANDOT) Circles
Test; or

(c) Any error in levels 1 through 9 of the 9 levels of four circles each in the Titmus Graded Circles Stereoacuity
Test.

(7) Fidd of vison. Any scotoma, other than physiologic blindspot. (See ATB, Field of Vision Testing.)

(8) Night vision. As noted by history. (There is currently no definitive test or score.) Any ocular abnormalities
resulting in decreased night vision must be referred to ophthalmology for confirmation. (See ATB, Night Vision.)

b. Classes 2/2F/3/4. Same as Class 1, except as listed below:

(1) Distant and near visual acuity. Uncorrected acuity worse than 20/400 in either eye at distance or near, or vision
not correctable to 20/20 in each eye as outlined in paragraph 4-12a(1) and (2).
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(2) Manifest refractive error. Refractive error of such magnitude that the individual cannot be fit with aviation
spectacles.

(3) NPC of greater than 100 mm. This is not disqualifying but must be referred to Ophthalmology or Optometry for
evaluation. (See ATB, Ocular Motility Testing; APL, Excessive Phorias; and APL, Convergence Insufficiency.)

4-13. Genitourinary
The causes of medical unfitness for flying duty Classes 1/2/2F/3/4 are the causes in paragraphs 2-14 and 2-15, plus the
following:

a. History of persistent hematuria with greater than five red blood cells per high power field on routine analysis.

b. History of any metabolic abnormality of the urine, to include proteinuria, glycosuria, and hypercalcinuria.

¢. Uncomplicated pregnancy is not disqualifying, but results in flying duty restrictions. (See APL, Pregnancy.) In
uncomplicated pregnancies, flying is restricted to synthetic flight simulator training during the entire pregnancy; or
multi-crew, multi-engine, non-ejection seat fixed wing aircraft during the 13th through 24th week of gestation. The
requirement for physiological training is waived during pregnancy.

d. Complications of pregnancy. (See APL, Pregnancy.)

e. History of urinary tract stone formation or retention of urinary tract stone within collecting system. (See APL,
Kidney Stones, and APL, Pregnancy.)

4-14. Head and neck
The causes of medical unfitness for flying duty Classes 1/2/2F/3/4 are the causes in paragraphs 2-16, 2-17, and 4-22.

4-15. Heart and vascular system
The causes of medical unfitness for flying duty Classes 1/2/2F/3/4 are the causes in paragraphs 2-18 and 2-19, plus the
following:

a. History of any abnormal electrocardiographic findings, including but not limited to:

(1) Left axis deviation greater than minus 45 degrees.

(2) Acquired right axis deviation greater than 120 degrees.

(3) First degree AV-block when the PR interval (interval between the P and R waves on an electrocardiogram
(EKG)) cannot be shortened to less than or equal to 220 milliseconds in the unipolar leads during exercise.

(4) Mobitz Type 1l second degree AV block, and third degree AV block.

(5) Acquired left anterior or posterior hemiblock.

(6) Acquired complete right bundle branch block. (See APL, Acquired Right Bundle Branch Block.)

(7) Complete left bundle branch block.

(8) Pre-excitation as manifested by Wolff-Parkinson-White pattern or short PR interval (PR interval less than 120
milliseconds in all 12 leads). Wolff-Parkinson-White syndrome.

(9) Sinus pause or asystole accompanied by symptoms and/or greater than 2.2 seconds in duration.

(10) Bradydysrhythmias accompanied by symptoms and/or hypotension.

(11) Supraventricular tachycardia (3 or more beats at a rate greater than 100) to include atrial fibrillation/flutter,
multifocal atrial tachycardia, junctional tachycardia, and persistent sinus tachycardia.

(12) Frequent uniform or multiform ventricular premature beats, or ventricular premature beats, or ventricular
premature beat pairs, as defined by APL, Abnormal Electrocardiogram.

(13) Ventricular tachycardia (3 or more beats at a rate greater than 100), to include ventricular fibrillation/flutter and
accelerated idioventricular rhythm.

(14) Acquired ST and T wave abnormalities consistent with myocardial dysfunction of any etiology.

(15) Aeromedically abnormal exercise treadmill test as defined by ATB, Aeromedical Graded Exercise Test, until
reviewed by the USAAMA. (See APL, Abnormal Cardiac Function Testing.)

b. History of hypertrophic, dilated, or obstructive cardiomyopathy, to include left ventricular hypertrophy, as
documented by clinical or EKG evidence. Hypertrophy due to athletic heart is not disqualifying. (See APL, Aeromedi-
cal Cardiovascular Screening Program.)

c. History of valvular heart disease, to include mitral valve prolapse, as documented by clinical or electrocar-
diographic findings.

d. History of myocarditis, or endocarditis, to include subacute bacterial endocarditis. History of pericarditis until
reviewed by the USAAMA.

e. Any evidence of coronary artery disease as outlined by APL, Aeromedical Cardiovascular Screening Program.

f. For Classes 2/2F, suspected coronary artery disease such as an elevated cardiac risk index, elevated total
cholesterol or cholesterol/high-density lipoprotein (HDL) -cholesterol ratio in conjunction with an abnormal aeromedi-
cal graded exercise treadmill test and/or abnormal cardiac fluoroscopy as outlined in APL, Aeromedical Cardiovascular
Screening Program. (See also ATB 6, Aeromedical Graded Exercise Test, and ATB 9, Cardiac Fluoroscopy.)

g. History of congenital anomalies of the heart or great vessels, or surgery to correct these anomalies.
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h. History of cor pulmonale or congestive heart failure.

i. History of hypertension with a systolic pressure of 140 mmHg or greater, and/or diastolic pressure of 90 mmHg or
greater, with or without systemic complications confirmed by average reading of a 3-day blood pressure check. (See
APL, Hypertension in Aircrew Members.)

j. Orthostatic hypotension or orthostatic intolerance or symptomatic hypotension. (See para 4-22e.)

k. History of diseases of the blood and lymphatic vessels, to include but not limited to, aortic aneurysm, arterioscle-
rotic occlusive disorders, fistulas, vasculitis, vasospastic disorders, thromboembolic disorders, and lymphedema.

|. History of any cardiac surgical procedure, to include pacemaker insertion, valve replacement, bypass tract ablation
by any method, coronary angioplasty, and coronary artery bypass.

4-16. Linear anthropometric dimensions
The causes of medical unfitness for flying duty Classes 1/2/2F/3/4 are the following:

a. Initial Classes 1/2/2F. Failure to meet linear anthropometric standards. Total arm reach equal to or greater than
164.0cm. Sitting height equal to or less than 102.0 cm. Crotch height equal to or greater than 75.0 cm. (See ATB,
Anthropometry.)

b. Class 3. Linear anthropometric measurements and body composition not compatible with aviation or crew
member safety, or operational effectiveness at the Class 3 aircrew member’s workstation.

4-17. Weight and body build

Aircrew members are medically unfit for flying duty Classes 1/2/2F/3/4 when the body weight or build prevents
normal functions required for safe and effective aircraft flight such as interference with aircraft instruments, controls,
and aviation life support equipment, to include proper function of crash worthy seats, ejection seats, and other
mechanisms of egress. (Military aircrew members may be subject to administrative restriction from flying duty by their
commander when body weight or composition exceeds the limits prescribed by AR 600-9.)

4-18. Lung and chest wall
The causes of medical unfitness for flying duty Classes 1/2/2F/3/4 are the causes in paragraphs 2-23 and 4-2, plus the
following:

a. Pneumothorax, spontaneous.

(1) Class 1. A history of spontaneous pneumothorax.

(2) Classes 2/2F/3.

(a) Single instance of spontaneous pneumothorax within the last 2 months, and until clinical evaluation shows
complete recovery with full expansion of the lung, normal pulmonary function, and with no additional lung pathology,
or other contraindication to flying.

(b) Recurrent spontaneous pneumothorax; waiver may be considered if effectively treated by pleuridesis and/or
pleurectomy with complete recovery and successful completion of an altitude chamber ride to 18,000 feet.

b. Pneumothorax, traumatic, as outlined in a(2)(a) above.

¢. Pulmonary tuberculosis or tuberculous pleurisy; except chemoprophylaxis for tuberculin test conversion only is
not disqualifying.

d. Presence of bullae.

e. Sarcoidosis. (See APL, Sarcoidosis.)

4-19. Mouth
The causes of medical unfitness for flying duty Classes 1/2/2F/3/4 are the causes in paragraph 2-24, plus the
following:

a. Any infectious lesion until recovery is complete and the part is functionally normal.

b. Any congenital or acquired lesion that interferes with the function of the mouth or throat.

c. Any defect in speech that would prevent or interfere with clear and effective communication in the English
language over a radio communication system.

d. Recurrent calculi of any salivary gland or duct.

4-20. Nose
The causes of medical unfitness for flying duty Classes 1/2/2F/3/4 are in paragraph 2-25, plus the following:
a. History of allergic rhinitis or vasomotor rhinitis requiring the use of antihistamines for a cumulative period
greater than 30 days per year. (See APL, Allergic/Non-allergic Rhinitis.)
b. Deviation of the nasal septum or septal spurs that results in symptomatic obstruction of airflow, chronic rhinitis,
chronic sinusitis, or interference of sinus drainage.
c. History of nasal polyps, or sinus polyps, or retention cysts.
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d. Acute, recurrent sinusitis or chronic sinusitis and/or surgery to treat chronic sinusitis.

4-21. Pharynx, larynx, trachea, and esophagus

The causes of medical unfitness for flying duty Classes 1/2/2F/3/4 are in paragraph 2-25, plus the following:
a. History of recurrent hoarseness interfering with communication.
b. History of tracheostomy.
c¢. History of chronic or recurrent eustachian tube dysfunction.

4-22. Neurological disorders
The causes of medical unfitness for flying duty Classes 1/2/2F/3/4 are in paragraphs 2-26, 2-29d, and 4-14, plus the
following (see table 4-2):

a. History of electroencephalographic abnormalities of any kind; to include spike—wave complexes, spikes, or sharp
waves.

b. History of chronic, recurrent, or incapacitating headaches. (See APL, Headache and Migraine.)

c. History of neuritis, neuralgia, neuropathy, or radiculopathy until reviewed by the USAAMA.

d. History of decompression sickness (Type Il) or an air embolism with neurologic involvement.

e. History of disturbances in consciousness, single episode or recurrent; to include nontraumatic loss of conscious-
ness, narcolepsy, cataplexy, all forms of paroxysmal convulsive disorders, or single convulsive seizures of any type,
except—

(1) Single episode of documented vasovagal syncope such as syncope with venipuncture or immunizations.

(2) Single episode of documented postural or parade-rest syncope, not otherwise disqualifying.

(3) Febrile seizures before the age of 5 with a normal EEG.

f. Central nervous system infections.

(1) Class 1. Within 1 year prior to examination, except 6 years for encephalitis, or if there are residual neurological
deficits or other sequelae.

(2) Classes 2/2F/3. Until complete recovery without residual neurological deficits or other sequelae.

g. History of organic mental syndromes; developmental, learning, or sensory processing disorders; or toxic or
metabolic central nervous system disorders, until reviewed by the USAAMA.

h. History of intracranial embolism, vascular insufficiency, thrombosis, hemorrhage, arteriovenous malformation, or
aneurysm.

i. History of degenerative or demyelinating process, such as multiple sclerosis, dementia, Alzheimer’s disease,
Parkinson’s disease, or basal ganglia disease.

j. For Class 1, history of diseases with neurologic sequelae, such as hepatolenticular degeneration,
neurofibromatosis, acute intermittent porphyria, or familial periodic paralysis.

k. History of benign or malignant neoplasms of the brain, pituitary gland, spinal cord, or their coverings.

I. History of diagnostic or therapeutic craniotomy, or any procedure involving penetration of the dura mater or the
brain substance, including ventriculo-peritoneal shunts, evacuation of hematomas, and brain biopsy.

m. Any defect in the bony substance of the skull, regardless of cause.

n. History of any head injury associated with the following will be cause for permanent disqualification for aviation
duty for all Classes. (See also table 4-2.)

(1) Intracranial hemorrhage or hematoma, to include epidural, subdural, intracerebral, or subarachnoid hemorrhage.

(2) Any penetration of the dura mater or brain substance.

(3) Radiographic or other evidence of retained intracranial foreign bodies or bony fragments.

(4) Transient or persistent neurological deficits indicative of parenchymal central nervous system injury, such as
hemiparesis or cranial neuropathy.

(5) Persistent focal or diffuse abnormalities of the EEG reasonably assumed to be a result of an accident.

(6) Depressed skull fracture with or without dural penetration.

(7) Linear or basilar skull fracture with or without dural penetration.

(8) Posttraumatic syndrome as manifested by changes in personality, impairment of higher intellectual functions,
anxiety, headaches, or disturbances of equilibrium that does not resolve within 6 weeks after injury.

(9) Unconsciousness exceeding 24 hours.

(10) Cerebrospinal fluid rhinorrhea or otorrhea persisting more than 7 days.

0. History of head injury associated with any of the following will be cause for permanent disqualification for flying
duties for Class 1; and termination of aviation service for a minimum of 2 years for Classes 2/2F/3. (See table 4-2.)

(1) Linear or basilar skull fracture with loss of consciousness for more than 15 minutes but less than 2 hours.

(2) Posttraumatic syndrome, as manifested by changes in personality, impairment of higher intellectual functions,
anxiety, headaches, or disturbances of equilibrium, that persists for more than 2 weeks, but resolves within 6 weeks of
the injury.
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(3) Amnesia (posttraumatic and retrograde, patchy or complete), delirium, disorientation, or impairment of judgment
that exceeds 24 hours.

(4) Unconsciousness for a period of greater than 2 hours, but less than 24 hours.

p. History of head injury associated with any of the following will be cause for a 2-year disqualification for Class 1;
and temporary medical suspension from aviation duty for 3 months for Classes 2/2F/3. (See table 4-2.)

(1) Linear or basilar skull fracture with loss of consciousness for less than 15 minutes.

(2) Post-traumatic syndrome, as manifested by changes in personality, impairment of higher intellectual functions,
anxiety, headaches, or disturbances of equilibrium, that persists for more than 48 hours but resolves within 14 days of
the injury.

(3) Post-traumatic headaches alone that persist more than 14 days after injury, but resolve within 1 month.

(4) Amnesia (post-traumatic and retrograde, patchy and complete), delirium, or disorientation that lasts less than 24
hours, but more than 12 hours after injury.

(5) Unconsciousness for more than 15 minutes but less than 2 hours.

(6) Cerebrospinal fluid rhinorrhea or otorrhea that clears within 7 days of injury, provided there is no evidence of
cranial nerve palsy.

g. History of head injury associated with any of the following will be cause for a 3-month disqualification for Class
1, and temporary medical suspension from aviation duty for 1 month for Classes 2/2F/3.

(1) Post-traumatic syndrome, as manifested by changes in personality, impairment of higher intellectual functions,
anxiety, headaches, or disturbances of equilibrium, that resolves within 48 hours of the injury.

(2) Post-traumatic headaches alone that resolves within 14 days after injury.

(3) Amnesia (post-traumatic and retrograde, patchy and complete), delirium, or disorientation that lasts less than 12
hours after injury.

(4) Unconsciousness less than 15 minutes.

4-23. Mental disorders

The minimum psychiatric evaluation will include Axis I, I, and Ill, using diagnostic criteria and terms found in
DSM-IV. The causes of medical unfitness for flying duty Classes 1/2/2F/3/4 are the causes in paragraph 2-27 , except
as modified by the following:

a. History of any psychotic episode evidenced by impairment in reality testing, to include transient disorders, from
any cause except transient delirium secondary to toxic or infectious processes before age 12.

b. History of mood disorder, to include major mood disorders, depression, cyclothymic, dysthymic, and mood
disorders not otherwise specified.

c. History of anxiety disorder, somatoform disorder, or dissociative disorder, including but not limited to those
disorders previously described as neurotic. History of any phobias or severe or prolonged anxiety episodes, after age
12, even if they do not meet the diagnostic criteria of DSM-IV.

d. History of factitious disorders and disorders of impulse control not elsewhere classified.

e. History of pervasive or specific developmental disorders usually first seen in childhood. Stuttering, sleepwalking,
and sleep terror disorders if occurring after the 14th birthday.

f. History of personality or behavior disorder. Personality traits insufficient to meet DSM-IV criteria for personality
disorder diagnosis may be cause for an unsatisfactory Aeromedical Adaptability (AA) rating (formerly Adaptability
Rating for Military Aeronautics (ARMA)). (See para 4-29.)

g. History of any adjustment disorder until reviewed by the USAAMA.

h. Excessive alcohol use.

(1) History of alcohol abuse or dependence by DSM-IV criteria is disqualifying for all Classes.

(2) History of alcohol misuse may be disqualifying for all Classes. (See APL, Alcohol-Related Disorders, for
aeromedical evaluation, treatment, and disposition guidelines. See also AR 600-85.)

i. Drug misuse, abuse, or dependence. History of misuse or abuse of any controlled substance, and/or use of any
illicit drugs, including marijuana and psychoactive substances for all Classes. (See APL, History of Illicit Drug Use and
para 2-31 also applies.)

j- History of suicide attempt or gesture at any time.

k. Insomnia, severe or prolonged.

I. Unconscious (neurotic) fear of flying manifested as psychiatric or somatic symptoms. Refer aircrew with a
conscious fear of flying, that is, those who have made a conscious choice not to fly, to the aviation unit commander for
a nonmedical disqualification and flying evaluation board (FEB). (See AR 600-105.)

m. Emotional responses to situations of stress, either combat or noncombat, when such a reaction may interfere with
the efficient and safe performance of an individual’s flying duties as determined by review by the USAAMA.

Note. (See APL, Mental Health Findings.)

AR 40-501 « 14 December 2007/RAR 10 September 2008 47



4-24. Skin and cellular tissues
The causes of medical unfitness for flying duty Classes 1/2/2F/3/4 are the causes listed in paragraph 2-28, plus any
skin condition that interferes with the use of aviation clothing or life support equipment.

4-25. Spine, scapula, ribs, and sacroiliac joints
The causes of medical unfitness for flying duty Classes 1/2/2F/3/4 are the causes listed in paragraphs 2-11 and 2-29,
plus the following:

a. History of chronic or recurrent disabling episodes of back pain, especially when associated with significant
objective findings.

b. History of any fracture or dislocation of the vertebrae, to include insertion of spinal orthopedic hardware. A
compression fracture involving less than 25 percent of a single vertebra is not disqualifying if the injury occurred more
than 12 months ago and is asymptomatic; except any degree of compression fracture of the cervical vertebrae, twelfth
thoracic vertebrae, or first lumbar vertebra. A history of fracture of the transverse or spinous process is not disqualify-
ing if asymptomatic.

c. Scoliosis.

(1) Class 1. Any degree of scoliosis. Scoliosis may be qualified if the angulation is found to be stable by two
standing scoliosis x-ray series done 12 months apart, and the scoliosis angle in the thoracic or lumbar spine is 20
degrees or less by the Cobb method.

(2) Classes 2/2F/3. Standing scoliosis x-ray series demonstrating an angle in the thoracic or lumbar spine that
exceeds 20 degrees by the Cobb method.

4-26. Systemic diseases

The causes for medical unfitness for flying duty Classes 1/2/2F/3/4 are the causes in paragraph 2-30 and 2-32, plus the
following: Diseases and conditions that, based upon sound aeromedical principles, may in any way affect or compro-
mise the individual’s health or well-being, flying safety, or mission completion. The local flight surgeon will make the
initial determination and recommendations to the individuals’ commander. The USAAMA will make the final determi-
nation of medical unfitness for flying duty.

4-27. Malignant diseases and tumors
The causes of medical unfitness for flying duty Classes 1/2/2F/3/4 are the causes listed below:

a. Benign tumors, same as the causes listed in paragraphs 2-31a and 4-22k.

b. History of any malignant tumor, except for basal cell carcinoma of the skin that has been removed. (See also
APL, Cancer in Aircrew.)

4-28. Sexually transmitted diseases
The causes of medical unfitness for flying duty Classes 1/2/2F/3/4 are the causes listed in paragraph 2-14ab.

4-29. Aeromedical adaptability

a. The cause of medical unfitness for flying duty for all Classes excluding civilian ATCs is an unsatisfactory AA
(formerly ARMA) due to socio-behavioral factors that are considered unsuitable for or unadaptable to Army aeronau-
tics. The unsatisfactory AA may be a manifestation of underlying psychiatric disease (see para 4-23) or may be
accompanied by non-medical disqualifications. (See AR 600-105.) The unsatisfactory AA is not a diagnosis, but is a
determination by the FS and aviation commander or supervisor of suitability or adaptability. An unsatisfactory AA may
be revealed by interview, records review, command referral, security investigations, or other documented sources.

b. Until reviewed by the USAAMA, an unsatisfactory AA may exist if any of the conditions listed below are
present. Trained aircrew with an unsatisfactory AA should also be referred to the aviation unit commander for
administrative evaluation of nonmedical disqualifications and determination of fitness to retain the aircrew member’s
aeronautical rating or status. (See AR 600-105.) Psychological and psychiatric consultation will be obtained as required
by the FS or the USAAMA. The aviation commander and FS will forward their evaluations and recommendations to
the USAAMA to make a final recommendation of medical fitness for flying duties. The USAAMA will coordinate
with the Chief, Army Aviation Branch, and aeromedical waiver authorities as required. When there is a question of
observer bias or loss of objectivity, the USAAMA may obtain additional medical evaluations from other impartial FSs
or medical consultants.

(1) Deliberate or willful concealment of significant and/or disqualifying medical conditions on medical history forms
or during FS interview.

(2) An attitude toward flying that is clearly less than optimal; for example, the person appears to be motivated
overwhelmingly by the prestige, pay, or other secondary gains rather than the skill, achievement, and professionalism
of flying itself.

(3) Clearly noticeable personality traits such as immaturity, self-isolation, difficulty with authority, poor interper-
sonal relationships, impaired impulse control, or other traits that may interfere with group functioning as a team
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member in an operational aviation setting, even though there are insufficient criteria for a personality disorder
diagnosis.

(4) Review of the history or medical records reveals multiple or recurring physical complaints that strongly suggest
either a somatization disorder or a propensity for physical symptoms during times of stress. (See also para 4-23m.)

(5) A history of arrests, illicit drug use, or social “acting out” that may indicate immaturity, impulsiveness, or
antisocial traits. Experimental use of drugs during adolescence, minor traffic violations, or clearly provoked impulsive
episodes may be found fit after review by the USAAMA. (See also para 4-23i.)

(6) Significant prolonged or currently unresolved interpersonal or family problems, marital dysfunction, or signifi-
cant family opposition or conflict concerning the Soldier’s aviation career.

¢. Until reviewed by the USAAMA, an unsatisfactory AA may be given for lower levels (symptoms and signs) than
those mentioned in b above if, in the opinion of the FS and aviation commander or civilian supervisor, mental or
physical factors might be exacerbated under the stresses of Army aviation or the person might not be able to carry out
his or her duties in a mature and responsible fashion. A person may be disqualified for any of a combination of factors
listed in b above and/or due to personal habits or appearance indicative of attitudes of carelessness, poor motivation, or
other characteristics that may be unsafe or undesirable in the aviation environment.

4-30. Reading Aloud Test

The cause of medical unfitness for flying duty Classes 1/2/2F/3/4 is failure to clearly communicate in the English
language in a manner compatible with safe and effective aviation operations. For initial applicants, this is determined
by administration of the Reading Aloud Test. (See ATB 2, Army Flight Surgeon’s Administrative Guide.) In
questionable cases, the aviation unit commander, ATC supervisor, or other appropriate aviation official will provide a
written recommendation to the FS.

4-31. Department of the Army civilian and contract civilian aircrew members

a. The following references apply as noted.

(1) 5 CFR Part 339, Office of Personnel Management, applies to DA civilians.

(2) AR 95-20/AFJI 10-220/NAVAIRINST 3710.1E/DCMA INST 8210.1 applies to contract civilian aircrew mem-
bers who fly in aircraft owned or leased by DOD.

(3) 14 CFR Part 61 and 14 CFR Part 67, Federal Aviation Administration, do not apply since Army civilian aircrew
members fly public use aircraft. The agency that owns or operates public use aircraft is responsible for the medical
certification of aircrew flying those aircraft.

b. The aeromedical certification of civilian aircrew members has three major components:

(1) Examination method. The Army determines the scope of examination and the examiners as outlined in chapter 6,
APLs, and ATB:s.

(2) Aeromedical standard. The classes of medical standards for flying are listed in paragraph 4-2. The medical
conditions that pertain to each specific medical standard for flying are contained in paragraphs 4-4 through 4-33.

(3) Aeromedical disposition. The Army makes the final determination of fitness for flying duties using the adminis-
trative procedures in chapter 6, APLs, and ATBs. The Army may require additional consultations, examinations, and
tests before a final determination is made. Civilian aircrew members may submit other medical documents from health
care providers of their choice. The USAAMA may consult DA-designated aeromedical consultants and the Army
Aeromedical Consultant Advisory Panel (ACAP) as required. The USAAMA makes the final recommendation of
aeromedical fitness to the civilian aircrew member waiver authority designated in paragraphs 6-21e and 6-21f. The
recommendation considers the civilian aircrew member’s medical condition, aircraft flown, mission and duties and
deployability status. The recommendation may be qualified, disqualified with waiver, or medical termination from
aviation service. The waiver authority grants or denies the aeromedical recommendation.

(@) DAC aircrew members granted medical termination from aviation service are referred by the supervisor aviation
unit commander to the Civilian Personnel Office for assistance in reassignment to duties not to include flying (DNIF).
The Office of Personnel Management makes the final determination of eligibility for medical disability.

(b) Contract civilian aircrew members granted medical termination from aviation service are referred by the
Contracting Officer Representative to the contractor management for reassignment to DNIF or termination of
employment.

c. The following exception applies to civilian aircrew members. Civilian aircrew members are not required to meet
the requirements of the Army Weight Control Program (AR 600-9). However, maximal allowable weight and
anthropometric measurements are necessary and shall be followed to permit normal function required for safe and
effective aircraft flight without interfering with aircraft instruments or controls, aircraft egress, or proper function of
crash worthy or ejection seat systems. (See para 4-33 for ATC personnel.)

4-32. Medical standards for Class 3 personnel
a. Initial and subsequent medical certification of Class 3 aircrew is conducted according to this regulation, and APLs
and ATBs issued by the USAAMA.
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b. The attending FS/APA/AMNP/AME makes the initial determination of fitness for Class 3 flying duties.

c. The FS/APA/AMNP/AME will utilize the following guidelines for Class 3 waiver/suspension recommendations:

(1) Class 3 aircrew with a major physical or psychological disqualification will be recommended for suspension
from flying duties. Other disqualifications may be waived for flying duties. The FS/APA/AMNP/AME will take into
consideration the operational duties and responsibilities of Class 3 aircrew before recommending a waiver/suspension
action to the aviation unit commander. Questionable cases will be referred to the USAAMA.

(2) A major physical or psychological defect in the operational aviation environment is defined as any defect that
will—

(a) Interfere with duties requiring visual or auditory acuity, speech clarity, dexterity, or adequate range of motion.

(b) Interfere with wearing aviation life support equipment, or use of controls at their duty station.

(c) Reduce the ability to withstand rapid changes in atmospheric pressure or forces of acceleration.

(d) Increase the risk of sudden incapacitation, compromising personal health, aviation safety, mission completion, or
deployability.

(e) Require medications or treatments that compromise flight safety or deployability.

(3) Alcohol/drug abuse or dependence requires AHRC or NGB waiver.

d. The local aviation unit commander or civilian waiver authority, as appropriate, will grant or deny the aeromedical
recommendation for waiver or suspension.

4-33. Medical standards for ATC personnel

a. DAC and DA contract civilian ATCs.

(1) Medical qualification requirements for Department of the Army civilian Air Traffic Controllers are outlined in
Office of Personnel Management Operating Manual: Qualification Standards for General Schedule Positions, GS-2152:
Air Traffic Control Series, in accordance with Section 339.202, Title 5, Code of Federal Regulations.

(2) DA contract civilian ATCs may be required by their contractor employer to maintain a Class Il Federal Aviation
Administration (FAA) medical certification; but this certification is not required by DA or FAA for contract ATCs to
control air traffic in DOD facilities (14 CFR 65.31, 33). The initial and subsequent determinations of medical fitness
for ATC duties are made as outlined in this regulation. The contract will state that DA contract ATCs will meet the
same medical qualification requirements as those for DA civilians set forth in (1) above.

b. Class 4 military ATCs. The causes for unfitness for Class 4 ATC duties are—

(1) Eye. (See paras 4-11 and 4-12.)

(2) Ear, nose, and throat. (See also para 4-7.)

(a) Unilateral or bilateral disease of the outer, middle, or inner ear that may interfere with the comfortable, efficient
use of the standard headphone apparatus, with accurate perception of voice transmissions or spoken communications,
or equilibrium.

(b) Disease or malformation of the mouth or throat that may interfere with enunciation and clear speech, to include
stuttering or stammering. (See paras 4-6, 4-19, and 4-30.)

(c) Hearing loss that exceeds the standards in table 4-1.

(d) Nose and sinuses. (See para 4-20.)

(3) Cardiovascular and blood pressure. (See para 4-15.)

(4) Neuropsychiatric. (See paras 4-22, 4-23, and 4-29.)

(5) Endocrine. (See para 4-9 and APL, Diabetes and Glucose Intolerance.)

(6) Musculoskeletal.

(a) Any deformity or condition of the spine or limbs, or absence of any extremity, digit, or any portion thereof, that
may interfere with satisfactory and safe performance of duty.

(b) Any condition that predisposes to fatigue or discomfort induced by long periods of standing or sitting.

(7) Weight and body build. These factors must not interfere with the operation of ATC equipment, or the use of
work place facilities such as office chair or staircase.

(8) HIV seropositivity. (Civilian employees: Normally, neither applicants for employment nor current employees
may be required to be tested for the presence of the HIV antibody. Civilian employees are not disqualified based solely
on the presence of the HIV virus. See AR 600-110 and ATB 2, Army Flight Surgeon’s Administrative Guide.)

(9) Other medical conditions. Other organic, systemic, functional, or structural diseases, defects, or limitations that
in the opinion of the attending FS may be a potential hazard to safety in the Air Traffic Control System, or predispose
to sudden incapacitation or inability to adapt to stress. (See paras 4-26, 4-27, and 4-28.) A pertinent history and
clinical evaluation including laboratory screening will be obtained, and when clinically indicated, special consultations
and examinations will be accomplished and forwarded to the USAAMA for review.

(10) Medications. Unfitting for ATC duties and requires a waiver. (See APL, Medications.)
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Table 4-1

Acceptable audiometric hearing level for Army aviation and air traffic control

ISO 1964—-ANSI 1996 (unaided sensitivity)

Frequency (HZ) 500 1000 2000 3000 4000 6000
Class 1 25 25 25 35 45 45
Classes 2/2F/3/4 25 25 25 35 55 65
Table 4-2

Head injury guidelines for Army aviation

Disposition by Class (Refer to the glossary for acronyms and abbreviations used)

Class 1 Perm DQ Perm DQ 2-year DQ 3-month DQ
Classes 2/2F/3/4 Perm DQ 2-year DQ 3-month DQ 4-week DQ
Problem:

— Intracranial bleeding Any —_— J— I

— Penetration of dura or brain Any _— _— _—

— Intracranial bone fragment or foreign bodies Any _— —_— —_—

— Central nervous system deficits indicating Any —_— —_— _—
parenchymal injury

— EEG abnormality due to injury Any —_— —_— _—

— Depressed skull fracture Any —_— —_— —_—

— Basilar or linear skull fracture with— LOC > 2h LOC 15m-2h LOC <15m _—

— Post trauma syndrome lasting— >6wk 2wk—6wk 48h-14d <48h

— Loss of consciousness lasting— >24h 2-24h 15m-2h <15m

— Cerebrospinal fluid leaking— >7d —_— <7d —_—

— Amnesia, delirium, or disorientation lasting— —_— >24h 12-24h <12h

Notes:
1. DQ: (aeromedical disqualification.
2 LOC: loss of consciousness.

Chapter 5

Medical Fithess Standards for Miscellaneous Purposes

5-1. General

This chapter sets forth medical conditions and physical defects that are causes for rejection for—
a. Airborne training and duty, Ranger training and duty, and Special Forces training and duty.

b. SERE training.

c. Freefall parachute training and duty.

d. Army service schools.

e. Diving training and duty.

f. Enlisted MOSs.

g. Geographical area assignments.
h. Deployment.

5-2. Application

The standards apply to applicants or individuals from all COMPQOS under consideration for selection or retention in
these programs, assignments, or duties.

5-3. Medical fitness standards for initial selection for Airborne training, Ranger training, and Special
Forces training, and Reconnaissance and Surveillance Leaders Course training
The causes of medical unfitness for initial selection for Airborne training, Ranger training, Special Forces, and
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Reconnaissance and Surveillance Leaders Course (RSLC) training are all the causes listed in chapter 2, plus all the
causes listed in paragraphs 5-3 and 5-4.

a. Abdomen and gastrointestinal system.

(1) Paragraph 2-3.

(2) Hernia of any variety including inguinal and other abdominal.

(3) Operation for relief of intestinal adhesions at any time.

(4) Laparotomy within a 6-month period.

(5) Chronic or recurrent gastrointestinal disorder.

(6) For Special Forces initial training, asplenia (absence of the spleen) for any reason.

b. Blood and blood—forming tissue diseases.

(1) Paragraph 2-4.

(2) Sickle cell disease.

c. Dental. Paragraph 2-5.

d. Ears and hearing.

(1) Paragraphs 2-6 and 2-7.

(2) Radical mastoidectomy.

(3) Any infectious process of the ear until completely healed.

(4) Marked retraction of the tympanic membrane if mobility is limited or if associated with occlusion of the
Eustachian tube.

(5) Recurrent or persistent tinnitus.

(6) History of attacks of vertigo, with or without nausea, emesis, deafness, or tinnitus.

e. Endocrine and metabolic diseases. Paragraph 2-8.

f. Extremities.

(1) Paragraphs 2-9 through 2-11.

(2) Less than full strength and range of motion of all joints.

(3) Loss of any digit from either hand.

(4) Deformity or pain from an old fracture.

(5) Instability of any degree of major joints.

(6) Poor grasping power in either hand.

(7) Locking of a knee joint at any time.

(8) Pain in a weight-bearing joint.

(9) Retained hardware that is integral to maintaining fixation or stability, or presents a risk to mobility or a risk of
further injury by its presence.

g. Eyes and vision.

(1) Paragraphs 2-12 and 2-13 with exceptions noted below.

(2) For Airborne and Ranger training: Distant visual acuity of any degree that does not correct to at least 20/20 in
one eye and 20/100 in the other eye within 8 diopters of plus or minus refractive error, with spectacle lenses.

(3) For Special Forces training: Distant visual acuity of any degree that does not correct to 20/20 in both eyes with
spectacle lenses. Any refractive error in spherical equivalent of worse than plus or minus 8 diopters.

(4) For Airborne and Special Forces training: Failure to pass the PIP set or FALANT test for color vision (see para
4-2a) unless the applicant is able to identify vivid red and/or vivid green as projected by the Ophthalmological
Projector or the Stereoscope, Vision Testing (SVT).

h. Genitourinary system. Paragraphs 2-14 and 2-15.

i. Head and neck.

(1) Paragraphs 2-16 and 2-17.

(2) Loss of bony substance of the skull.

(3) Persistent neuralgia; tic douloureux; facial paralysis.

(4) A history of subarachnoid hemorrhage.

j. Heart and vascular system. Paragraphs 2-18 through 2-19, except for Special Forces training and duty: blood
pressure with a preponderant systolic of less than 90 mmHg or greater than 140 mmHg or a preponderant diastolic of
less than 60 mmHG or greater than 90 mmHg, regardless of age. Unsatisfactory orthostatic tolerance test is also
disqualifying.

k. Height. No special requirement.

I. Weight. No special requirement.

m. Body build. Paragraph 2-22.

n. Lungs and chest wall.

(1) Paragraph 2-23.
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(2) Spontaneous pneumothorax, except a single instance of spontaneous pneumothorax if clinical evaluation shows
complete recovery with full expansion of the lung, normal pulmonary function, and no additional lung pathology or
other contraindication to flying is discovered and the incident of spontaneous pneumothorax has not occurred within
the preceding 3 months.

0. Mouth, nose, pharynx, larynx, trachea, and esophagus. Paragraphs 2-24 through 2-25.

p. Neurological disorders.

(1) Paragraph 2-26.

(2) Active disease of the nervous system of any type.

(3) Craniocerebral injury (see para 4-22m).

(4) Abnormal emotional responses to situations of stress (both combat and noncombat), when in the opinion of the
medical examiner such reactions will interfere with the efficient and safe performance of the Soldier’s duties.

g. Mental disorders.

(1) Paragraph 2-27.

(2) Individuals who are under treatment with any mood-ameliorating, tranquilizing, or ataraxic drugs for hyperten-
sion, angina pectoris, nervous tension, instability, insomnia, and so forth, and for a period of 4 weeks after the drug has
been discontinued.

(3) Evidence of excessive anxiety, tenseness, or emotional instability. Fear of dark or enclosed spaces, fear of
heights.

(4) Fear of flying when a manifestation of a psychiatric illness.

(5) History of psychosis or attempted suicide at any time.

(6) Phobias that materially influence behavior.

(7) Abnormal emotional response to situations of stress, when in the opinion of the medical examiner such reactions
will interfere with the efficient and safe performance of duty.

r. &in and cellular tissues. Paragraph 2-28.

s. Spine, scapulae, and sacrailiac joints.

(1) Paragraph 2-29.

(2) Scoliosis: lateral deviation of tips of vertebral spinous processes more than an inch.

(3) Spondylolysis; spondylolisthesis.

(4) Healed fractures or dislocations of the vertebrae.

(5) Lumbosacral or sacroiliac strain, or any history of a disabling episode of back pain, especially when associated
with significant objective findings.

t. Systemic disease, general and miscellaneous conditions and defects.

(1) Paragraphs 2-30 and 2-32.

(2) Chronic motion sickness.

(3) Individuals who are under treatment with any of the mood ameliorating, tranquilizing, or ataraxic drugs and for a
period of 4 weeks after the drug has been discontinued.

(4) Any severe illness, operation, injury, or defect of such a nature or of so recent occurrence as to constitute an
undue hazard to the individual.

u. Tumors and malignant disease. Paragraph 2-31.

v. Sexually transmitted diseases. Paragraph 2-30.

5-4. Medical fitness standards for selection for survival, evasion, resistance, escape training
The causes of medical unfitness for SERE training are all the causes listed in chapter 3, plus all the causes listed in this
paragraph.

. Abdomen and gastrointestinal system. Paragraphs 2-3 and 3-5.

. Blood and blood—forming tissue diseases. Paragraphs 3-7 and 3-42.

. Dental. Paragraph 3-8.

. Ears and hearing. Paragraphs 2-6, 2-7, 3-9, and 3-10.

. Endocrine and metabolic diseases. Paragraphs 2-8b, 2-8c, 2-8h, 2-8j, and 3-11.

Extremities. Paragraphs 2-9b(8), 2-10b(3), 2-10b(6), 2-11c, 2-11d(2), 2-11e, and 3-12 through 3-14.
. Eyes and vision. Paragraphs 3-15 and 3-16.

. Genitourinary system. Paragraphs 2-14, 2-15, and 2-36.

Head and neck. Paragraph 5-3i.

Heart and vascular system. Paragraphs 2-18 and 2-19.

k. Height. No special requirements.

|. Weight. No special requirements.

m. Body build. Paragraph 2-22.
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n. Lungs and chest wall. Paragraph 2-23.

0. Mouth, nose, pharynx, larynx, trachea and esophagus. Paragraphs 2-24 and 2-25.

p. Neurological disorders.

(1) Paragraphs 2-26 and 4-22.

(2) Active disease of the nervous system of any type.

g. Mental disorders.

(1) Paragraph 2-27.

(2) Evidence of excessive anxiety, tenseness, or emotional responses to situations of stress (both combat and
noncombat), when in the opinion of the medical examiner such reactions will interfere with the efficient and safe
performance of the Soldier’s duties.

r. &in and cellular tissues. Paragraph 2-28.

s. Spine, scapulae, and sacroiliac joints. Paragraph 2-29.

t. Systemic disease and miscellaneous conditions and defects.

(1) Paragraphs 2-30 and 2-32.

(2) Individuals who are under treatment with any of the mood ameliorating, tranquilizing, or ataraxic drugs and for a
period of 4 weeks after the drug has been discontinued.

(3) Any severe illness, operation, injury, or defect of such a nature or of recent occurrence as to constitute an undue
hazard to the individual.

u. Tumors and malignant diseases. Paragraph 2-31.

v. Sexually transmitted diseases. Paragraph 2-30.

5-5. Medical fitness standards for retention for Airborne duty, Ranger duty, and Special Forces duty
Retention of an individual in Airborne duty, Ranger duty, and Special Forces duty will be based on—

a. His or her continued demonstrated ability to perform satisfactorily his or her duty as an Airborne officer or
enlisted Soldier, Ranger, or Special Forces member.

b. The effect upon the individual’s health and well-being by remaining on Airborne, Ranger, or Special Forces duty.

5-6. Medical fitness standards for initial selection for free fall parachute training
The causes of medical unfitness for initial selection for free fall parachute training are the causes listed in chapter 2
plus the causes listed in this paragraph and in paragraph 5-3.

a. Abdomen and gastrointestinal system. Paragraph 2-3.

b. Blood and blood—forming tissue diseases.

(1) Paragraph 2-4.

(2) Significant anemia or history of hemolytic disease due to variant hemoglobin state.

(3) Sickle cell disease.

(4) Sickle cell trait if the hemoglobin is less than 12.0g./dl., or there is any history of vasoocclusive crises.

c. Dental.

(1) Paragraph 2-5.

(2) Any unserviceable teeth until corrected.

d. Ears and hearing.

(1) Paragraphs 2-6 and 2-7.

(2) Abnormal labyrinthine function.

(3) Any infectious process of the ear, including external otitis, until completely healed.

(4) History of attacks of vertigo with or without nausea, emesis, deafness, or tinnitus.

(5) Marked retraction of the tympanic membrane if mobility is limited or if associated with occlusion of the
Eustachian tube.

(6) Perforation, marked scarring, or thickening of the ear drum.

e. Endocrine and metabolic diseases. Paragraph 2-8.

f. Extremities.

(1) Paragraphs 2-9 through 2-11.

(2) Any limitation of motion of any joint that might compromise safety.

(3) Any loss of strength that might compromise safety.

(4) Instability of any degree or pain in a weight-bearing joint.

(5) Retained hardware that is integral to maintaining fixation or stability, or presents a risk to mobility or a risk of
further injury by its presence.

g. Eyes and vision.

(1) Paragraphs 2-12 and 2-13, with exceptions noted in (2) and (3) below.
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(2) Uncorrected near visual acuity (14 inches) of worse than 20/50 in the better eye. Uncorrected distant visual
acuity of worse than 20/100 in either eye. Distant vision that does not correct to 20/20 in both eyes with spectacle
lenses. Any refractive error worse than plus or minus 8 diopters.

(3) Failure to pass the PIP or FALANT test for color vision unless the applicant is able to identify vivid red and
vivid green as projected by the Ophthalmological Projector or the SVT.

(4) Any history of Laser-Assisted in situ Keratomileusis (LASIK) surgery is disqualifying.

h. Genitourinary system. Paragraphs 2-14 and 2-15.

i. Head and neck.

(1) Paragraphs 2-16 and 2-17.

(2) Loss of bony substance of the skull if retention of personal protective equipment is affected.

(3) A history of subarachnoid hemorrhage.

j- Heart and vascular system. Paragraphs 2-18 and 2-19, except blood pressure with a preponderant systolic of less
than 90 mmHg or greater than 140 mmHg or a preponderant diastolic of less than 60 mmHg or greater than 90 mmHg
regardless of age. An unsatisfactory orthostatic tolerance test is also disqualifying.

k. Height. Paragraph 2-20.

I. Weight. Paragraph 2-21.

m. Body build. Paragraph 2-22.

n. Lungs and chest wall.

(1) Paragraph 2-23.

(2) Congenital or acquired defects that restrict pulmonary function, cause air-trapping, or affect ventilation-perfu-
sion.

(3) Spontaneous pneumothorax, except a single occurrence at least 3 years before the date of the examination with
clinical evaluation showing complete recovery with normal pulmonary function.

0. Mouth, nose, pharynx, larynx, trachea, and esophagus. Paragraphs 2-24 and 2-25.

p. Neurological disorders.

(1) Paragraphs 2-26.

(2) The criteria outlined in paragraph 4-22 for Classes 2 and 3 flying duty apply.

g. Mental disorders.

(1) Paragraph 2-27.

(2) Individuals who are under treatment with any of the mood ameliorating, tranquilizing, or ataraxic drugs for
hypertension, angina pectoris, nervous tension, instability, insomnia, etc., and for a period of 4 weeks after the drug has
been discontinued.

(3) Evidence of excessive anxiety, tenseness, or emotional instability.

(4) Fear of flying when a manifestation of a psychiatric illness.

(5) History of psychosis or attempted suicide at any time.

(6) Phobias that materially influence behavior.

(7) Abnormal emotional response to situations of stress, when in the opinion of the medical examiner such reactions
will interfere with the efficient and safe performance of duty.

r. &in and cellular tissues. Paragraph 2-28.

s. Spine, scapulae, ribs, and sacroiliac joints.

(1) Paragraph 2-29.

(2) Spondylolysis; spondylolisthesis.

(3) Healed fracture or dislocation of the vertebrae except mild, asymptomatic compression fracture.

(4) Lumbosacral or sacroiliac strain when associated with significant objective findings.

t. Systemic disease, general and miscellaneous conditions and defects.

(1) Paragraphs 2-30 and 2-32.

(2) History of motion sickness, other than isolated instances without emotional involvement.

(3) Any severe illness, operation, injury, or defect of such a nature or of so recent an occurrence as to constitute an
undue hazard to the individual or compromise safe performance of duty.

u. Tumors and malignant diseases. Paragraph 2-31.

v. Sexually transmitted diseases. Paragraph 2-30.

5-7. Medical fitness standards for retention for free fall parachute duty
Retention of an individual in free fall parachute duty will be based on—
a. The Soldier’s demonstrated ability to satisfactorily perform free fall parachute duty.
b. The effect upon the individual’s health and well-being by remaining on free fall parachute duty.

AR 40-501 « 14 December 2007/RAR 23 August 2010 55



c. Determination of whether of any severe illness, operation, injury, or defect is of such a nature or of such recent
occurrence as to constitute an undue hazard to the individual or compromise safe performance of duty.

5-8. Medical fitness standards for Army service schools
Except as provided elsewhere in this regulation, medical fitness standards for Army service schools are covered in
other various Army Regulations.

5-9. Medical fithess standards for initial selection for marine diving training (Special Forces and
Ranger combat diving)

The causes of medical unfitness for initial selection for marine self-contained underwater breathing apparatus (SCUBA)
diving training are the causes listed in chapter 2, plus the following:

a. Abdomen and gastrointestinal system. Paragraph 2-3.

b. Blood and blood—forming tissue diseases.

(1) Paragraph 2-4.

(2) Significant anemia or history of hemolytic disease due to variant HGB state.

(3) Sickle cell disease.

c. Dental.

(1) Paragraph 2-5.

(2) Any infectious process and any conditions that contribute to recurrence until eradicated.

(3) Edentia; any unserviceable teeth until corrected.

(4) Moderate malocclusion extensive restoration or replacement by bridges or dentures that interfere with the use of
SCUBA. Residual teeth and fixed appliances must be sufficient to allow the individual to easily retain a SCUBA
mouthpiece.

d. Ears and hearing.

(1) Paragraphs 2-6 and 2-7.

(2) Persistent or recurrent abnormal labyrinthine function as determined by appropriate tests.

(3) Any infectious process of the ear, including external otitis, until completely healed.

(4) History of attacks of vertigo with or without nausea, emesis, deafness, or tinnitus.

(5) Marked retraction of the tympanic membrane if mobility is limited or if associated with occlusion of Eustachian
tube. (See pressure test requirement in w, below.)

(6) Perforation, marked scarring, or thickening of the eardrum.

e. Endocrine and metabolic diseases. Paragraph 2-8.

f. Extremities.

(1) Paragraphs 2-9 through 2-11.

(2) Any limitation of motion of any joint that might compromise safety.

(3) Any loss of strength that might compromise safety.

(4) Instability of any degree or pain in a weight-bearing joint.

(5) History of osteonecrosis (aseptic necrosis of the bone) of any type.

(6) Retained hardware that is integral to maintaining fixation or stability, or presents a risk to mobility, or a risk of
further injury by its presence.

g. Eyes and vision.

(1) Paragraphs 2-12 and 2-13, with exceptions noted in (2) and (3), below.

(2) Distant visual acuity that does not correct to 20/20 in both eyes with spectacle lenses. Any refractive error in
spherical equivalent of worse than plus or minus 8 diopters.

(3) Failure to pass the PIP set or FALANT test for color vision unless the applicant is able to identify vivid red and/
or vivid green as projected by the Ophthalmological Projector or the SVT.

(4) Any history of Laser-Assisted in Situ Keratomileusis (LASIK) surgery is disqualifying.

h. Genitourinary system. Paragraphs 2-14 and 2-15.

i. Head and neck.

(1) Paragraphs 2-16 and 2-17.

(2) Loss of bony substance of the skull if retention of personal protective equipment is affected.

(3) History of subarachnoid hemorrhage.

j. Heart and vascular system. Paragraphs 2-18 and 2-19, except blood pressure with a preponderant systolic of less
than 90 mmHg or greater than 140 mmHg or a preponderant diastolic of less than 60 mmHg or greater than 90 mmHg,
regardless of age. An unsatisfactory orthostatic tolerance test is also disqualifying.

k. Height. Paragraph 2-20.

I. Weight. The individual must meet the weight standards prescribed by AR 600-9. The medical examiner may
impose body fat measurements not otherwise requested by the commander.
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m. Body build.

(1) Paragraph 2-22.

(2) Obesity of any degree.

n. Lungs and chest wall.

(1) Paragraph 2-23.

(2) Congenital or acquired defects that restrict pulmonary function, cause air-trapping, or affect ventilation or
perfusion.

(3) Spontaneous pneumothorax, except a single occurrence at least 3 years before the date of the examination with
clinical evaluation showing complete recovery with normal pulmonary function.

0. Mouth, nose, pharynx, larynx, trachea, and esophagus. Paragraphs 2-24 and 2-25.

p. Neurological disorders.

(1) Paragraph 2-26.

(2) The criteria outlined in paragraph 4-22 for Classes 2 and 3 flying duty apply.

g. Psychotic disorders. Learning, psychiatric, and behavioral disorders. Disorders with psychotic features, affective
disorders (mood disorders), anxiety, somatoform, or dissociative disorders (neurotic disorders).

(1) Paragraph 2-27.

(2) Individuals who are under treatment with any of the mood ameliorating, tranquilizing, or ataraxic drugs for
hypertension, angina pectoris, nervous tension, instability, insomnia, etc, and for a period of 4 weeks after the drug has
been discontinued.

(3) Evidence of excessive anxiety, tenseness, or emotional instability.

(4) Fear of flying when a manifestation of a psychiatric illness.

(5) History of psychosis or attempted suicide at any time.

(6) Phobias that materially influence behavior.

(7) Abnormal emotional response to situations of stress, when in the opinion of the medical examiner such reactions
will interfere with the efficient and safe performance of duty.

(8) Fear of depths, enclosed places, or of the dark.

r. &in and cellular tissues. Paragraph 2-28.

s. Spine, scapulae, ribs, and sacroiliac joints. (Consultation with an orthopedist and, if available, a diving medical
officer (DMO) will be obtained in questionable cases.)

(1) Paragraph 2-29.

(2) Spondylolisthesis; spondylolysis that is symptomatic or likely to interfere with diving duty.

(3) Healed fracture or dislocation of the vertebrae except a mild, asymptomatic compression fracture.

(4) Lumbosacral or sacroiliac strain when associated with significant objective findings.

t. Systemic disease, general and miscellaneous conditions and defects.

(1) Paragraphs 2-30 and 2-32.

(2) Chronic motion sickness.

(3) Any severe illness, operation, injury, or defect of such a nature or of so recent an occurrence as to constitute an
undue hazard to the individual or compromise safe performance of duty.

u. Tumors and malignant diseases. Paragraph 2-31.

v. Sexually transmitted diseases. Paragraph 2-30.

w. Pressure equalization and oxygen intolerance. If a hyperbaric chamber is available, examinees will be tested for
the following disqualifying condition: Failure to equalize pressure. All candidates will be subjected, in a compression
chamber, to a pressure of 27 pounds (12.15 kilogram (60 feet) per square inch to determine their ability to withstand
the effects of pressure, to include ability to equalize pressure on both sides of the eardrums by Valsalva or similar
maneuver. This test should not be performed in the presence of a respiratory infection that may temporarily impair the
ability to equalize or ventilate.

5-10. Medical fitness standards for retention for marine diving duty (Special Forces and Ranger
combat diving)
Retention of a Soldier in marine diving duty (SCUBA) will be based on—

a. The Soldier’s demonstrated ability to satisfactorily perform marine (SCUBA) diving duty.

b. The effect upon the Soldier’s health and well being by remaining on marine (SCUBA) diving duty.

c. Determination of whether of any severe illness, operation, injury, or defect is of such a nature or of such recent
occurrence as to constitute an undue hazard to the individual or compromise safe performance of duty.

5-11. Medical fitness standards for initial selection for other marine diving training (MOS 00B)
The causes of medical unfitness for initial selection for diving training are all of the causes listed in chapter 2, plus the
following:
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a. Abdomen and gastrointestinal system.

(1) Paragraph 2-3.

(2) Hernia of any variety.

(3) Operation for relief of intestinal adhesions at any time.

(4) Chronic or recurrent gastrointestinal disorder that may interfere with or be aggravated by diving duty. Severe
colitis, peptic ulcer disease, pancreatitis, and chronic diarrhea do not meet the standard unless asymptomatic on an
unrestricted diet for 24 months with no radiographic or endoscopic evidence of active disease or severe scarring or
deformity.

(5) Laparotomy or celiotomy within the preceding 6 months.

b. Blood and blood-forming tissue diseases.

(1) Paragraph 2-4.

(2) Sickle cell disease.

(3) Significant anemia or history of hemolytic disease due to variant HGB state.

c. Dental.

(1) Paragraph 2-5.

(2) Any infectious process and any conditions that contribute to recurrence until eradicated.

(3) Edentia; any unserviceable teeth until corrected.

(4) Moderate malocclusion, extensive restoration, or replacement by bridges or dentures that interferes with the use
of SCUBA. Residual teeth and fixed appliances must be sufficient to allow the individual to easily retain a SCUBA
mouthpiece.

d. Ears and hearing.

(1) Paragraphs 2-6 and 2-7.

(2) Perforation, marked scarring, or thickening of the eardrum.

(3) Inability to equalize pressure on both sides of the eardrums by Valsalva or similar maneuver. See paragraph
5-9w.

(4) Acute or chronic disease of the auditory canal, tympanic membrane, middle or internal ear.

(5) Audiometric average level for each ear not more than 25dB at 500, 1000, and 2000 Hz with no individual level
greater than 30dB. Not over 45dB at 4000 Hz.

(6) History of otitis media or otitis externa with any residual effects that might interfere with or be aggravated by
diving duty.

e. Endocrine and metabolic disease. Paragraph 2-8.

f. Extremities.

(1) Paragraphs 2-9 through 2-11.

(2) History of chronic or recurrent orthopedic pathology that would interfere with diving duty.

(3) Loss of any digit or portion thereof of either hand that significantly interferes with normal diving duty.

(4) Fracture or history of disease or operation involving any major joint until reviewed by a DMO.

(5) Any limitation of strength or range of motion of any of the extremities that would interfere with diving duties.

g. Eyes and vision.

(1) Paragraph 2-12.

(2) Distant visual acuity, uncorrected, 20/200; not correctable to 20/20, each eye.

(3) Near visual acuity, uncorrected, of less than 20/50 or not correctable to 20/20.

(4) Failure to pass the PIP Set or FALANT test for color vision, unless the applicant is able to identify vivid red and
vivid green as projected by the Ophthalmological Projector or the SVT.

(5) Abnormalities of any kind noted during ophthalmoscopic examination that significantly affect visual function or
indicate serious systemic disease.

h. Genitourinary system.

(1) Paragraphs 2-14 and 2-15.

(2) Chronic or recurrent genitourinary disease or complaints including glomerulonephritis and pyelonephritis.

(3) Abnormal findings by urinalysis, including significant proteinuria and hematuria.

(4) Varicocele, unless small and asymptomatic.

i. Head and neck. Paragraphs 2-16, 2-17, and 4-14.

j. Heart and vascular system.

(1) Paragraphs 2-18 and 2-19.

(2) Varicose veins that are symptomatic or may become symptomatic as a result of diving duty; deep vein
thrombophlebitis; gross venous insufficiency.

(3) Marked or symptomatic hemorrhoids.

(4) Any circulatory defect (shunts, stasis, and others) resulting in increased risk of decompression sickness.
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(5) Persistent tachycardia or arrhythmia except for sinus type.

k. Height. Less than 66 or more than 76 inches.

I. Weight. Weight related to height that is outside the limits prescribed by AR 600-9.

m. Body build.

(1) Paragraph 2-22.

(2) Even though the Soldier’s weight or body composition is within the limits prescribed by AR 600-9, he or she
will be found medically unfit if the examiner considers that his or her weight or associated conditions in relationship to
the bony structure, musculature, and/or total body fat content would adversely affect diving safety or endanger the
Soldier’s well-being if permitted to continue in diving status.

n. Lungs and chest wall.

(1) Paragraph 2-23.

(2) Congenital or acquired defects that restrict pulmonary function, cause air trapping, or affect ventilation—perfusion
ratio.

(3) Any chronic obstructive or restrictive pulmonary disease at the time of examination.

0. Mouth, nose, pharynx, larynx, trachea, and esophagus.

(1) Paragraphs 2-24 and 2-25.

(2) History of chronic or recurrent sinusitis at any time.

(3) Any nasal or pharyngeal respiratory obstruction.

(4) Chronically diseased tonsils until removed.

(5) Speech impediments of any origin;, any condition that interferes with the ability to communicate clearly in the
English language.

p. Neurological disorders.

(1) Paragraph 2-26.

(2) The special criteria that are outlined in paragraph 4-22 for Class 1 flying duty are applicable to diving duty.

g. Mental disorders.

(1) Paragraphs 2-27 through 2-31.

(2) The special criteria that are outlined in paragraph 4-23 for Class 1 flying duty are applicable to diving duty.

(3) The Military Diving Adaptability Rating may be considered MDAR satisfactory if the applicant meets the
standards of paragraph 4-29 with the addition of having no fear of depths, enclosed places, or of the dark.

r. &in and cellular tissues. Any active or chronic disease of the skin.

s. Spine, scapulae, ribs, and sacroiliac joints.

(1) Paragraph 2-33.

(2) Spondylolysis; spondylolisthesis.

(3) Healed fractures or dislocations of the vertebrae until reviewed by a DMO.

(4) Lumbosacral or sacroiliac strain, or any history of a disabling episode of back pain, especially when associated
with significant objective findings.

t. Systemic diseases and miscellaneous conditions and defects.

(1) Paragraphs 2-34 and 2-35.

(2) Any severe illness, operation, injury, or defect of such a nature or of so recent occurrence as to constitute an
undue hazard to the individual or compromise safe diving.

u. Tumors and malignant diseases. Paragraph 2-36.

v. Sexually transmitted diseases.

(1) Active sexually transmitted disease until adequately treated.

(2) History of clinical or serological evidence of active or latent syphilis, unless adequately treated, or of cardiovas-
cular or central nervous system involvement at any time. Serological test for syphilis required.

w. Oxygen intolerance. See paragraph 5-9w.

5-12. Medical fitness standards for retention for other marine diving duty (MOS 00B)

The medical fitness standards contained in paragraph 5-11 apply to all personnel performing diving duty except that
divers of long experience and a high degree of efficiency must—
a. Be free from disease of the auditory, cardiovascular, respiratory, genitourinary, and gastrointestinal systems.
b. Maintain their ability to equalize air pressure.
c. Have visual acuity, near and far, that corrects to 20/30 in the better eye.

5-13. Asplenic Soldiers
a. Asplenic Soldiers are disqualified from initial training and duty in military specialties involving significant
occupational exposure to dogs or cats.
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b. Asplenic Soldiers are disqualified from initial Special Forces training.

5-14. Medical fithess standards for deployment and certain geographical areas

a. All Soldiers considered medically qualified for continued military status and medically qualified to serve in all or
certain areas of the continental United States (CONUS) are medically qualified to serve in similar or corresponding
areas outside the continental United States (OCONUS).

b. Because of certain medical conditions, some Soldiers may require administrative consideration when assignment
to combat areas or certain geographical areas is contemplated. Such consideration of their medical conditions would
ensure these Soldiers are used within their functional capabilities without undue hazard to their health and well-being
as well as ensure they do not produce a hazard to the health or well-being of other Soldiers.

c. Active duty Soldiers who do not meet the medical retention standards in chapter 3 of this regulation must be
referred to an MEB/PEB for a fitness-for-duty determination. RC Soldiers not on active duty, who do not meet medical
retention standards are referred for a fitness determination in accordance with paragraphs 9-10 (USAR) and 10-26
(NGB). Soldiers (RC or Active Army) with a permanent 3 or 4 in the physical profile who meet or might meet medical
retention standards must be referred to an MMRB to determine if they are world-wide deployable (or be granted a
waiver according to AR 600-60). However, Soldiers returned to duty by an MMRB or PEB, retained in the RC under
paragraphs 9-10 or 10-26, or Soldiers with temporary medical conditions may still have some assignment/deployment
limitations that must be considered before a decision is made to deploy.

d. The final decision to deploy a Soldier with certain medical conditions is a command decision, based on the health
care provider’s (HCP’s) recommendations and taking into account the geographical and environmental conditions the
Soldier will be subject to and the mission requirements the Soldier will be assigned. A Soldier with a temporary profile
may deploy after the temporary disqualification expires or when the commander and the HCP agree the Soldier is
deployable. When HCPs and unit commanders disagree on the deployability status of a Soldier, the decision will be
raised to the first general officer in the Soldier’s chain of command, who will review the case and make the final
decision. For Soldiers with conditions listed in current DOD guidance or the combatant command’s (COCOM’s)
published medical screening criteria, the general officer recommending deployment must submit a waiver request
through the COCOM surgeon to the combatant commander for approval. If the Soldier has a temporary profile, it
should be determined that the profile complies with the time limitations (including extensions) of AR 40-501. Soldiers
with a permanent profile 3 or 4 may not deploy without a record of retention by a MMRB or a PEB unless the MMRB
Convening Authority waives this requirement. In all cases, the role of the commander is to ensure Soldiers do not
violate their profiles and are assigned duties that they can perform without undue risk to health and safety. Family
member screening prior to overseas assignment will be completed according to AR 608-75, using DA Form 5888
(Family Member Deployment Screening Sheet).

e. It is the commander’s responsibility to counsel Soldiers with physical profiles that may affect their deployment
status. Medical guidance is critical in advising commanders of potential problems, physical limitations and potential
situations that could be harmful to the Soldier or detrimental to the mission. Medical guidance is provided in the form
of phys